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Abstract
Background: Prediabetes and diabetes continue to have a high disease burden in the United
States (Lin et al., 2018). Many individuals are unaware of their glucose state or the impact
impaired glucose can have on their quality adjusted life years and cost of living. The Centers for
Disease Control and Prevention (CDC) has underscored the importance of decreasing the
incidence of diabetes and has resources available. Still, many communities, particularly minority
populations, can benefit from tailoring programs to their specific populations, where typical
approaches may not be as beneficial (Joo & Liu, 2020). Additionally, Black American (BA)
congregations often have a unique community-level soft infrastructure and psychological and
sociological resources making them ideal sites for implementing education-based interventions
(Kavanaugh et al., 2022; McNeill et al., 2018).).
Aim: This study aimed to initiate the tailoring of an evidence-based diabetes education program
(DEP) entitled, Prevent T2 by the CDC (2020), to reduce the incidence of diabetes in BA
members of a congregation by recognizing disparities in the Prevent T2 program for this
community. Objectives: (1) Collaborate with key members of a BA congregation to create a
community advisory board (CAB) with at least six members; (2) Partner with the CAB members
to prioritize goals of their diabetes education program (DEP); (3) Have the CAB members
identify six topics from the CDC’s Prevent T2 program to review; (4) Evaluate themes
discovered through CAB members’ discussions regarding cultural needs (5) Review themes with
the congregation and determine feasibility of the DEP modifications within the congregation.
Methods: The researcher used Community Based Participatory Research (CBPR) principles to
work with a community advisory board (CAB) at a local Mid-Atlantic church to review a CDC
diabetes education program (DEP) in a Black American congregation. For content analysis, the
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interviews were transcribed, transcripts were read repeatedly, notes were made on the transcripts,
and themes were identified.
Results: The six community advisory board members (CAB) reached a consensus that the
diabetes education curriculum required modifications to be suitable for their community.
Proposed modifications included three major themes: the importance of intergenerational
involvement, the importance of community interaction/group wellness, and the importance of
community activation through competition/engagement. There was consensus among the CAB
members that the modified curriculum would be well received and appropriate for their church
congregation.
Conclusions: The CAB members agreed that intergenerational involvement, community
interaction/group wellness, and community activation through competition/engagement were
missing from the DEP. The members were in agreement that modifying the diabetes education
program according to the identified themes would be beneficial to their community. There are
limitations to accurately representing the congregation, with only six community members
involved. There are over twenty course options from the Prevent T2 curriculum, and only six
were chosen to review to identify gaps within the community. The entire curriculum will be
reviewed in a future study and submitted to the CDC as a culturally modified program.
Keywords: diabetes prevention, community-based participatory research (CBPR),
community health nursing, diabetes education
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Using Community-Based Participatory Research to Tailor a Diabetes Education Program
to an At-Risk Black Church Congregation in the Mid-Atlantic
Prediabetes and diabetes affect 100 million people combined, but prediabetes affects 80
million on its own (CDC, 2017). It is projected that 28 million individuals diagnosed with
prediabetes will progress to diabetes in 6 years (Armato et al., 2018). In 2017, 11.2 to 17.5% of
the District of Columbia (DC) population had diabetes (DCHMC, 2020), and it is estimated that
upwards of 70% of DC residents have undiagnosed prediabetes (DCHMC, 2020). However, with
African American/non-Hispanic blacks being 60% more likely to be diagnosed with diabetes,
this population is statistically more affected (DCHMC, 2020; OMH, 2021). Therefore,
surveillance and intervention of prediabetes and diabetes in DC should be priorities based on the
likely percentages of people affected. Yet, the most recent data on the prevalence of impaired
glucose from the DC Health Matters Collaborative is from 2011 (DCHMC, 2020).
Background and Significance
Studies show that earlier detection of prediabetes increases opportunities for reducing the
risk of developing diabetes and affords timely intervention for diabetes management (Goode,
Bartlett, & Wallace, 2017; Kwon et al., 2018; Tuso, 2014). O’Brien et al. discuss the importance
of directing education to patients who may live with prediabetes but are unaware of its
significance and what they can do to prevent progression to diabetes (2016). Progression to
diabetes from prediabetes happens in 70% of cases over five years (O’Brien et al., 2016).
Unaddressed, elevated blood glucose contributes to microvascular problems (eyes, kidneys, &
nerves), which creates poor outcomes for cardiovascular diseases, among other conditions
(USPSTF, 2015; CDC, 2019; Shang et al., 2019). Despite the high percentage of progression,
prediabetes is a reversible condition that, if reversed, could save money and improve quality of
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life. One way to help with the reversal of prediabetes is if providers emphasize educating patients
on the risks of prediabetes and what they can do to decrease their risk of progressing to diabetes
(CDC, 2018a). Black Americans (BA), among other minorities, are disproportionately affected
by diabetes in comparison to their non-black counterparts (OMH, 2021). With minorities being
at increased risk for diabetes, these populations benefit from increased access to educational
opportunities (Muvuka et al., 2020). However, these interventions need to be available within
BA community locations or where they regularly visit, for example, the church (Brown et al.,
2019; McNeill et al., 2018; Muvuka et al., 2020).
Needs Assessment
DC is a very diverse population with some of the highest and lowest household incomes
nationally (ArcGIS, 2019). The split is roughly northwest (NW) versus southeast (SE), with the
gap in health disparities culminating in a 21-year difference in life expectancy; the highest life
expectancy was in Woodley Park (Ward 3, NW) at 89.4 years whereas St. Elizabeth’s
neighborhood (Ward 8, SE) was 68.4 years (ArcGIS, 2019; DCHMC, 2019).
Racial disparities related to diabetes exist within DC. In 2019, whites made-up 41.53% of
DC’s population, with a median household income of $132,640 (DCHMC, 2020). Conversely,
Black Americans made up 45.2% of DC’s population in 2019 with a median household income
of $42,478 (DCHMC, 2020). The median household income of $83,044 or the average
household income in DC of $127,452 is not generalizable to the majority of DC’s population
(DCHMC, 2020).
The DC Health Matters Collaborative’s (DCHMC) Community Health Needs
Assessment (CHNA) discussed the differences between the two outlier wards, Ward 3 (the
wealthiest) versus Ward 8 (the poorest), which signified the major incongruence within health
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statuses (Merrill & Rieke, 2019, p. 21). In Ward 3, the number of adults with diabetes is 4.8%
compared to Ward 8’s 14.5% (Merrill & Rieke, 2019). Similarly, there is a drastic difference in
the number of adults who are overweight or obese in Ward 3 compared to Ward 8, 44.9% to 70%
respectively (DCHM, 2019). The DCHMC also addressed food insecurity within the district and
showed that Wards 5, 7, & 8, the wards with the lowest socio-economic states (SES) also were
the most food-insecure (Merrill & Rieke, 2019).
Historically, there was a lack of response by BA communities to be engaged in research
(McNeill et al., 2018). Explanations for disengagement have been attributed to low trust in
researchers and lack of belief in benefits of research among other reasons (McNeill et al., 2018).
Finding a way to capture the insight this unreached people group might provide was important.
With BA attending churches more frequently than other races at 47%, churches can be key to
reaching BA communities and building trust within the population (McNeill et al., 2018; Pew
Research Center, 2022).
With churches being integral community pillars among BA communities, it was clear that
this study should connect with a church to address health disparities affecting the BA population
(Merrill & Rieke, 2019). The congregation selected for this study has existed in DC since 1885
and has been in its current location in Ward 6 since 1958 (MMBC, 2020). Additionally, the
administration of this site has communicated their desire and intention to improve their
community health by including a diabetes education program in their health outreach ministry.
Furthermore, health outreach efforts ceased from 2020 to 2022 due to the COVID-19 pandemic.
Lastly, the health ministry is volunteer-driven and, as such, lacks organization and ownership.
While COVID-19 may have lessened outreach efforts, the administration reports
increased altruism in the community, with a strong desire for neighbor to help neighbor. With
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vaccination rates rising, public restrictions are lessening and allowing for more in-person
interaction. As of May 2021, the congregation resumed meeting at 10 AM on Sunday mornings
in-person with a virtual option available as well to parishioners. Along with altruism, fear has
also increased in the community. Some individuals had no interaction with others, leading to
isolation and limited communication that could significantly impact health. Low health literacy
compounds this issue further; individuals who lack awareness may not seek care, and if the
community is not aware that they should be concerned, they will not be (DCHM, 2019). Finally,
the church has a limited budget for their health ministry which determines how much they can
do, though they can apply for national grants if desired.
A SWOT Analysis (Appendix A) was completed to assess the risks versus benefits of
implementing an intervention in this setting based on both internal and external organizational
factors. The analysis suggested a customized diabetes education initiative sponsored by church
leadership could impact the congregation and the surrounding community. The congregation had
an active health outreach ministry previously, and currently have a desire to revamp their
program.
Problem Statement
The most recent data for DC by the DC Health Matters Collaborative (DCHMC) stated
there was a high prevalence of impaired fasting glucose (IFG) within the BA community of DC
(2020). While DCHMC has begun work to improve health literacy in the community, it is
primarily through organizations and not at the community level directly (DCHM, 2019). The
SWOT analysis completed for this community showed the need for further tailored interventions.
With a high prevalence of IFG affecting BAs, more needs to be done to extend the reach of
education in the community. While current research emphasizes the importance of community-
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based interventions, few articles discuss the process of working with the community to modify
current programs to meet the area’s needs (Smith et al., 2015). Tailoring a CDC evidence-based
DEP to a specific community creates significant buy-in from community leadership and ensures
specific needs within the community are addressed. In addition, trust is gained with the
community when their input is considered valuable, allowing further involvement from outside
resources. Without community support, community-based interventions are unlikely to be
sustained.
Purpose Statement
The purpose of this project was to apply a Community-Based Participatory Research
model to begin modifying a diabetes education program (DEP) for Black American (BA) adult
members of a selected church congregation. The project provided an opportunity for the CAB
members to advocate for their cultural needs while modifying a program designed to improve
diabetic education. Tailoring the program, Prevent T2, is anticipated to be beneficial to this BA
congregation and help them learn the process of modifying programs if additional changes are
needed.
Prevent T2 Program
The Prevent T2 program was called the National Diabetes Prevention Program (DPP) in
2010 with the current version of curriculum released in 2020 (CDC, 2021b). The program was
passed by Congress in 2010 based on previous research and multicenter “Diabetes Prevention
Program” as well as a 10-year follow-up study (CDC, 2021b). The goal of the CDC program was
for public and private organizations to partner to reduce the prevalence of type 2 diabetes (DMII)
(2021b). The program was made available to the public to “make it easier for people with
prediabetes or at risk for type 2 diabetes to participate in evidence-based, affordable, and high-
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quality lifestyle change programs to reduce their risk of type 2 diabetes and improve their overall
health” (CDC, 2021b, para. 3).
The CDC’s program requirements are: 18 years and older, overweight, not diagnosed
with type 1 or 2 diabetes, and not pregnant (CDC, 2021a). The individuals must also have at least
one of the following requirements: diagnosed with prediabetes via glycated hemoglobin (A1c),
previously diagnosed with gestational diabetes, or received a high-risk result from the CDC’s
“Prediabetes Risk Test” (CDC, 2021a). The entire program is one year with over 25 sessions to
offer over the entire year, 16 of which need to be offered in the first 6 months (NDPP, 2021).
Study Aim and Analysis Plan Aim
The aim of this study was to collaboratively evaluate a portion of an evidence-based
diabetes education program (DEP), Prevent T2, to determine suitability of the program for a
select group of BA adult members of a DC church congregation. Additionally, this study sought
to allow for identification of factors lacking from the current curriculum that are important to the
BA congregation. Development of a Community Advisory Board (CAB) occurred prior to
project start. A CAB is a group of “community members who share an identity, geography,
history, language, culture, or other characteristic or experience and convene to contribute
community voice to an initiative, program, policy, or project” (Arnos et al., 2021, p. 2). For the
purposes of this project, it was important for CAB members to come from either church
leadership or long-term members of the congregation as they have insight into the surrounding
community. The analysis plan for the aim is reviewed below.
Aim. Initiate modification of a diabetes education program (DEP) intended to reduce
the incidence of diabetes in an at-risk population of BA adult members of a DC church
congregation and identify core cultural concepts for the community.
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Prior to engaging the CAB, the researcher consulted the Health Minister of the
congregation on diabetes and its prevalence in the congregation. Based on their experience and
exposure to the community, the Health Minister recommended an initial prioritization of four
key topics pertinent to the community from the Centers for Disease Control and Prevention’s
(CDC’s) Prevent T2 program (2020).
This aim was analyzed using the principles of CBPR. CBPR is cyclical but starts with
deciding the central area(s) of interest. As addressed previously, initial discussion occurred with
church leadership regarding primary areas of concern for the congregation and the Health
Minister identified four curricula that were beneficial for the CAB members to consider.
Additional two modules were picked by the CAB members after they were given a list of the
available modules intended in the first six months, for a total of six modules to review. After the
CAB members met and decided what the diabetes education (DE) priorities were for the
community, the modules were reviewed through the BA community’s cultural lens provided by
the CAB members. Communication occurred between CAB members so that if there was not a
majority consensus on the survey results, a discussion could occur.
Once the CAB members reached a consensus on the curriculum to review, the six
modules of the Prevent T2 diabetes education curriculum from the CDC were appraised with a
moderator over several weeks and a structured discussion occurred that included: what is
beneficial to the community and what needs to change? After the meetings occurred, the CAB
members were presented with three themes that were identified as significant to their
community; the members agreed or disagreed if the tailored DEP, with the identified themes
emphasized, would be beneficial to their community. The CAB members completed a survey,
created by the researcher for this project, to assess if the curriculum met the identified priority
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areas (Appendix O). No revisions were verbalized, and no additional evaluation was required.
The program was evaluated for perceived benefit with an end survey and exit interview with the
CAB members (Appendix P). As the communities’ requirements for a DEP have been identified
with the initial six modules, the remaining modules will also be reviewed before being submitted
to the CDC for approval. After the program is offered for one cycle, the program will be
evaluated for effectiveness and either continued or modified depending on need. This model can
be repeated in the future as the community needs to evolve.
Review of Literature
Search Strategy
Community-Based Participatory Research (CBPR) is an evidence-based framework intended to
work with communities for sustainable improvements. CBPR, impaired glucose, diabetes,
prediabetes screening as an intervention, and diabetes education curriculum were researched in
three primary databases; CINAHL, PubMed, and Scopus.
CINAHL
For CINAHL, the keywords utilized were: church-based and diabetes with the Boolean
operator “AND” in between the two phrases; articles published after 2015 were viewed. Sixteen
articles were found within the measures. The exclusion criteria included those younger than 18
years of age, full-text not available, and not available in English; two articles were found for the
literature review.
PubMed
For PubMed, the MeSH terms utilized were: community-based participatory research and
diabetes with the Boolean operator “AND” in between each phrase; a five-year limitation on
articles, adults greater than eighteen years of age, and English language were added as inclusion
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criteria. One hundred and two results were found. After further review, exclusion criteria
included other chronic conditions, not utilizing the church setting, and focusing on A1c
screening; after duplicates were removed, four articles were selected for the literature review.
Scopus
In Scopus, keywords were: community-based participatory research and glucose with the
Boolean operator “AND” in between each phrase. Sixty-one articles were initially found after a
five-year limitation was included. Exclusion criteria included age limit (eighteen years and
older), OB/GYN, and articles not discussing community-based interventions or
diabetes/impaired glucose; this led to three articles being utilized in the literature review.
Study selection
Of the initial 185 articles found, nine were excluded as duplicates, and 165 were excluded
related to the exclusion criteria mentioned above and the inclusion criteria listed here. Articles
were included if they were: 1. Written in or after 2015, 2. The population addressed was adults
(greater than eighteen), 3. Community-based interventions occurred or are the intention, 4.
Desired intervention surrounded impaired glucose or diabetes if interventions were discussed,
and 5. In the English language. Other exclusion criteria were addressed in the previous
paragraphs and the database where specific exclusions were required. The 11 articles (Brown,
Alexander, Ellis, Roberts, & Booker, 2019; Campbell, Yan, & Egede, 2020; Goode, Bartlett, &
Wallace, 2017; Kitzman, Mamun, Dodgen, Slater, King, King, Slater, & Dehaven, 2021; Kwon,
Tandon, Islam, Riley, & Trink-Shevrin, 2017; Lew, Mclean, Byers, Taylor, Musa, & Braizat,
2017; Shawley-Brzoska & Misra, 2018; Smith, Whitehead, Sheats, Ansa, Coughlin, &
Blumenthal, 2015; Tremblay, Martin, McComber, McGregor, & Macaulay, 2018; Whitney,
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Kindred, Pratt, O’Neal, Harrison, & Peek, 2017; Winterbauer, Bekemeier, VanRaemdonck, &
Hoover, 2016) are cataloged in the Literature Table (see Appendix C).
Evidence and Quality Appraisal
Utilization of Johns Hopkins Nursing Evidence-Based Practice Research Evidence
Appraisal Tool (JHNEBP) was completed for each of the 11 articles to assess each study or
guideline for the strength of evidence. The JHNEBP tool helps clinicians identify different levels
of evidence by categorizing articles to help establish the level of validity for practice (Dang &
Dearholt, 2018). The different resources are categorized into five levels based on the “strength”
of the evidence, with Level I being the strongest evidence (randomized controlled trials (RCTs),
systematic reviews of RCTs, etc.) and Level V being the weakest (literature reviews, case
reports, opinions based on experiential evidence, etc.). The majority of the articles were Level III
evidence, the level of a nonexperimental study (no manipulation of a variable), or a qualitative
study (Dang & Dearholt, 2018, p. 278).
Review of the Literature
Involving the community throughout the process.
Of the eleven articles, six articles highlight the importance of involving the community in
the development of any intervention or change that will affect the community (Campbell et al.,
2020; Goode et al., 2017; Kitzman et al., 2021; Kwon et al., 2017; Smith et al., 2015; &
Winterbauer et al., 2016). The stakeholders in community initiatives are people living within said
community, as they have more experience than researchers in knowing how changes will be
received and what community priorities are (Campbell et al., 2020; Kwon et al., 2017; & Smith
et al., 2015). With CBPR, community involvement throughout the entire process is essential
(Kwon et al., 2017; Smith et al., 2015; & Winterbauer et al., 2016).
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Prioritization of community
The second principle of CBPR emphasizes that the community must be recognized as an
identity; six articles address the requirement of this construct (Brown et al., 2019; Goode et al.,
2017; Kitzman et al., 2021; Lew et al., 2017; Smith et al., 2015; & Whitney et al., 2017). Having
the community be the central identity utilizes the benefits of the social support system already in
place and promotes engagement from the community (Goode et al., 2017; Kitzman et al., 2021).
Long-term commitment is also part of the intention behind CBPR usage, and with communities
already in place, part of the leg work is complete (Smith et al., 2015; Whitney et al., 2017).
Participants in Brown et al. stated that it “brought them comfort” in knowing that the
interventions were completed within the congregation setting (2019), supporting the finding that
churches are pillars in communities and provide a sense of stability (Lew et al., 2017).
Diabetes Prevention Programs and the African American Population
Community approaches to health are imperative for the BA population as it allows for
cultural tailoring of programs, which is necessary to reach the intervention demographic (Goode
et al., 2017). Along with CBPR, the systematic review completed by Campbell et al. discusses
the utilization of Diabetes Prevention Programs within the community setting (2020). The Better
Within Me (BMW) Program developed by Kitzman et al. combines a Diabetes Prevention
Program (DPP) with CBPR to target BA women attending churches in the Dallas, Texas area
(2021). Kitzman et al. recognized that with faith being an essential aspect of the BA culture, the
church needed to be involved in the health promotion process (2021).
Knowledge Dissemination
In some instances, the primary information people have on diabetes is from family
members’ lived experiences (Brown et al., 2019); there is room for improvement in knowledge
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sharing (Kwon et al., 2017; Shawley-Brzoska & Misra, 2018). Lack of knowledge regarding the
implications of impaired glucose leads to an absence of urgency for change (Kwon et al., 2017;
Shawley-Brzoska & Misra, 2018; & Winterbauer et al., 2017). The other issue with knowledge is
when it becomes rote within the community and loses significance (Tremblay et al., 2018).
Understanding implications is vital for change and needs to be transparent and continually
disseminated (Kwon et al., 2017; Tremblay et al., 2018; Winterbauer et al., 2017).
Community Empowerment
A primary goal throughout CBPR is community empowerment; communities need to
know that they have the power to make decisions and make changes (Campbell et al., 2020;
Goode et al., 2017; Kitzman et al., 2021; Kwon et al., 2017; Lew et al., 2017; Shawley-Brzoska
& Mirsa, 2018; Smith et al., 2015; & Winterbauer et al., 2016). Self-efficacy and self-confidence
also influence empowerment and are important aspects for the community to feel capable of
change (Goode et al., 2017; Kwon et al., 2017; Smith et al., 2015). Building on the trust already
in place within the community allows participants to be reached in an area of comfort and allows
for increased openness towards change (Goode et al., 2017). The continued influence of the
community can potentially positively affect the members of the community. Interventions cannot
be initiated by an “outsider,” especially not with community support. Moreover, the community
needs to realize their potential to cultivate change and improve their health.
Importance of Key Members within Community
Faith-based interventions are integral to bridging the gap in access to care (Brown et al.,
2019; Whitney et al., 2017). The church is seen as a pillar within BA communities and brings
comfort to individuals and acts as a foundation for social support, with the leadership within the
church being individuals to seek advice from (Goode et al., 2017; Smith et al., 2015). With
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church leadership involved in intervention, it is more likely to be received well by the
community and the community more trusting and willing to be involved.
Evidence-Based Practice Translation Model
Rosswurm & Larrabee Model
Mary Ann Rosswurm and June Larrabee created a model for translating evidence into
practice that focuses on the “transition” to evidence-based practice (1999). This translational
model is beneficial to this project because it will honor the principles of CBPR while
implementing a diabetes education program.
The Rosswurm and Larrabee model has six steps (1999, p.318):
1. “Assess need for change in practice.”
2. “Link problem interventions and outcomes.”
3. “Synthesize best evidence.”
4. “Design practice change.”
5. “Implement and evaluate change in practice.”
6. “Integrate and maintain change in practice.”
In the context of this study, the first four steps were completed. The stakeholders agreed with
the need for change in current practice, terminology and outcomes decided, recent evidence
synthesized, and the study design was agreed upon. Step Four occurred in the fall of 2021 with
the CAB members involved through CBPR in modifying the Prevent T2 curriculum. A pilot
project with the approved modified curriculum will occur within the year, which is Step Five,
and the health ministry at the church will utilize the modified curriculum to fulfill Step Six.
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Methods
Design
Community-Based Participatory Research (CBPR) uses a research-based design
where the main focus is community involvement throughout the entire research process,
planning, implementation, and evaluation (Casale, 2020). There are eleven principles of CBPR to
be applied when designing a project. A PolicyLink Report from 2012 with significant influence
by the original authors of CBPR principles, Barbara Israel and colleagues, discusses community
participation’s function and its benefit to the research (Minkler, Garcia, Rubin, & Wallerstein).
The eleven principles and how they relate to this project are as follows:
1. “Recognizing community as a unit of identity” (Minkler et al., 2012, p.11).
a. Community is more than just a physical location, but a social and cultural one.
CBPR recognizes the importance of acknowledging the “community” as a people
group.
b. The church is a social and cultural community that includes up to five generations
of families.
2. “Builds on strengths and resources within the community” (Minkler et al., 2012, p.11).
a. CBPR does not focus on what is lacking in the community but on what resources
and infrastructure are already present. Emphasizing what the community brings to
the table is needed to gain insider knowledge and build sustainable community
practices.
b. Focus on the congregation as a pillar in the community and the benefit from
utilizing this strength when developing and implementing a diabetes education
program (DEP).
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3. “Facilitates a collaborative, equitable partnership in all phases of research, involving an
empowering and power-sharing process that attends to social inequalities” (Minkler et al.,
2012, p.11).
a. CBPR is about empowering the community to make changes and the researchers
are there to help facilitate the changes. Imbalances can exist when researchers
come into a community with no trust between the two. There needs to be shareddecision making throughout the research process between researchers and the
community, which will help trust form over time.
b. Shared-decision making occurred throughout the entire development process that
allowed the community advisory board (CAB) members to initiate the
development of a program that is appropriate to their community, with the
researcher assisting in the development.
4. “Fosters co-learning and capacity building among all partners” (Minkler et al., 2012,
p.11).
a. Both researchers and community members add knowledge and experience by
different means. Bringing their experiences together provides continual learning
opportunities for both parties to listen to and learn from one another.
b. An evidence-based program, Prevent T2, was utilized as the skeleton of the
program provided by the researcher, but the CAB members brought forth their
knowledge of the community.
5. “Integrates and achieves a balance between knowledge generation and intervention for
the mutual determinants of health” (Minkler et al., 2012, p.11).
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a. Integrating knowledge learned from the researchers and community members is
vital to developing interventions within the community setting; all concerns can
be addressed with the combined information.
b. The researcher and the CAB members worked together to ensure the integrity of
the evidence-based program remained in place while addressing inconsistencies in
the curricula that were not feasible to the community.
6. “Focuses on the local relevance of public health problems and on ecological perspectives
that attend to the multiple determinants of health” (Minkler et al., 2012, p.11).
a. Using local data to make decisions is a significant component of CBPR. An
ecological approach to health looks at environmental, psychosocial, and
biological factors. It wants interventions to be tailored to specific communities;
this highlights the community’s importance throughout the entire process.
b. The CAB members and the researcher realized the importance of the curricula
being tailored to the community and looked at the modules to see what needed to
be modified. The congregation/church was the center of the curriculum
development as it is a known resource in the community.
7. “Involves systems development using a cyclical and iterative process” (Minkler et al.,
2012, p.11).
a. The iterative process is vital as changes sometimes need to occur for sustainability
or benefit the community. Research is cyclical and is continually being evaluated.
This principle of CBPR demonstrates that there is room for improvement and the
possibility of further investigation.
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b. The first round of the curriculum was reviewed with plans for implementation in
fall 2022, followed by an evaluation for improvement needs.
8. “Disseminates results to all partners and involves them in the wider dissemination of
results” (Minkler et al., 2012, p.11).
a. Community partners need to be aware of findings from research and be able to
distribute the results throughout the community and further. Communication from
the community can be more easily spread through a grassroots method than
through the more formal routes a researcher would use to convey results.
b. The CAB members were informed of the significant themes during their
discussion, and they were given a chance to reject the findings or approve the
results.
9. “Involves a long-term process and commitment to sustainability” (Minkler et al., 2012,
p.11).
a. Researchers should implement an intervention in a community with sustainability
measures until the community can function independently. Commitment cannot
be short-term, and researchers must be willing to be involved for the foreseeable
future, including time and resources.
b. The congregation has been in the community for over 100 years and has measures
to remain in the community. This program is tailored to be utilized by them and
modifiable when needed. The plan is for the first round of the DEP to occur in fall
2022 and continue from there.
10. “Openly addresses issues of race, ethnicity, racism, and social class, and embodies
‘cultural humility’” (Minkler et al., 2012, p.11).
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a. Cultural humility emphasizes acknowledging different cultures than our own and
recognizing the benefits one’s race or status has over another’s. It focuses on selfreflection and contemplation rather than knowledge seeking. Cultural humility is
needed when working with other socio-economic groups and is used in place of
cultural competence today. Cultural competence will never be attained as a
researcher can never truly “understand” another’s point of view.
b. The researcher acknowledged that they were not a part of the community and
would need guidance from the CAB members to ensure social issues were
addressed and not ignored in the research and modification of the DEP.
11. “Works to ensure research rigor and validity but also seeks to ‘broaden the bandwidth of
validity’ with respect to research relevance” (Minkler et al., 2012, p.11).
a. The validity of the research is crucial when developing interventions. In
community-based research, the continued importance of the questions being
investigated is a continual process and needs to be confirmed. What is being
studied/created needs to be significant to the community.
b. The validity of Prevent T2 is known, and the goal of the researcher and CAB
members is to show that even when modified, Prevent T2 is still beneficial.
Aim of the Study and the Outcomes Measured
The measures for this project encompassed structure, process, outcome, and balancing
measures and are available in further detail in Appendix K. The structure measure included
selecting the CAB members according to several factors, including community knowledge and
belief in the value of community health. The process measures included identifying the priorities
of the CAB for the DE program and the development of the program. The outcome measure
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included the evaluation of the program by the CAB members. Finally, the balancing measure had
the feasibility of the proposed program for the community.
Setting
The setting was a church congregation located within Ward 6 of Washington, DC. The
church was selected based on its location within Ward 6 and its proximity to Wards 7 and 8
across the Anacostia River; it was discovered while driving through Ward 6 towards Ward 7.
The church has roughly 400 members, with over sixty percent older than fifty years of age. The
assembly is over ninety percent BA, with most individuals living in the area for greater than
twenty years.
Project participants
Participants were community leaders or stakeholders within the identified church who
have a vested interest in the health outcome of the congregation and the surrounding community.
Inclusion criteria for participation on the Community Advisory Board were: at least five years of
involvement within the church, be of Black or African descent, have an occupation or position
within the church that would make them beneficial to the development of a diabetes prevention
program (DPP) for the community, ability to commit to one meeting a month for the three-month
period, and are English-speaking. Exclusion criteria included: not meeting the inclusion criteria
and being unable to read and write in English. The survey created by the researcher to obtain
demographic information from the CAB members is available in Appendix L.
Sample Size
After consulting with a biostatistician, the standard equation for determining power and
sample size was not feasible for this advisory board. The church has less than 400 members, and
a limited number of members meet the requirements for the advisory board. There was a goal of
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ten members on the community advisory board (CAB), with a minimum of eight members, to
have a significant enough number for multiple opinions, lived experiences, and discernment of
the community’s needs. With the CAB group being small, all members needed to participate in
data collection, which was required for being on the CAB.
Recruitment
Recruitment was initiated by the pastoral and administrative team, who highlighted the
opportunity to the congregation through meetings. Members of the CAB served voluntarily; no
compensation was offered.
Human Subject Determination and IRB Status
This proposal was reviewed by the GWU School of Nursing Research Department for
Human Subject Determination and IRB status before implementing this project (Appendix E).
Collaborative Institutional Training Initiative (CITI) Human Research (Social and Behavioral
Research and Biomedical Investigators) training was completed in 2020. This same training was
also required of all project committee members.
Informed Consent
The pastoral team granted permission to consent and recruit participants for this project.
This permission was gathered through directly contacting the pastoral and administrative team
and discussing the project of interest (POI) with the congregation nurse thereafter. The
participants were provided with written consent (Appendix F) and allowed time to consider their
choices.
Risks
The risks of this project were related to emotional distress and privacy as it focused
primarily on the lived experiences and knowledge of the Community Advisory Board. Measures
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were employed to neutralize potential risks. The topic of community health and health disparities
could cause emotional distress for some participants. CAB members were allowed to take breaks
from the meetings as needed or not participate in sections that elicited discomfort. The risk of an
invasion of privacy was offset by maintaining confidentiality, as all responses remained
anonymous. This project was void of conflicts of interest tied to the nurse researcher.
Participation was entirely voluntary, and withdrawal from this project did not result in
consequences.
Benefits
By creating a program specifically for this community, the goal of this study was to
benefit the congregation by having increased access to diabetes education, potentially leading to
decreased health disparities. This program will be beneficial in the early identification and
treatment of IFG and diabetes. The utilization of the program can improve the overall health of
the congregation, improve health outcomes, and reduce costs associated with poor health and
IFG. These overarching benefits outweighed any possible risks associated with this project.
Costs and Compensation
The Mind Tools Cost-Benefit Analysis (CBA) was employed to assess the potential value
the project will add (Mind Tools, n.d.). The CBA tool requires the sum of the benefits to be
weighed against the project’s cost. This instrument allowed the physical appointment of value to
the benefits against the financial cost. Historically, this tool looked at the return over time to see
if the upfront cost would result in long-term gain. With the church being heavily involved in the
process, there are fewer costs than in other circumstances. Meetings occurred virtually, and
access to Zoom conferencing service was accessible through George Washington University.
Surveys were created and managed through SurveyMonkey, an online survey hub with access
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provided at no cost. Printing, paper for handouts, pens/highlighters, snacks, and a recorder to
record the meetings were budgeted at $200 (Appendix G). However, with the discussions
occurring virtually, no costs were accrued. The church did have a budget for the health ministry
available to the project, but this project did not seek to utilize any money from the church.
The American Diabetes Association (ADA) estimated that the average diabetic patient
spends roughly $9,600 or more annually on medical expenses than an individual without diabetes
(2018). Another measure that cannot be monetized is quality-adjusted life-years (QALYs); the
number of days of work missed, the number of years unable to work, doctor’s visits, and
potential hospital stays make diabetes prevention a beneficial endeavor. No monetary or physical
compensation was provided to the participants.
While upfront costs of a program may take more than the projected budget offered by the
church, individuals who participate in the program will realize savings (program cost minus
medical cost savings) within 5 years based on the Diabetes Impact Calculator Available created
by the CDC (Appendix H) (2022). This benefit goes further than the individual as the potential
for savings could reach the community level and national level. Medicaid has the highest cost of
any payer (individual and Medicare) for diabetes (Shrestha et al., 2018), which is a primary
reason the Centers for Medicare and Medicaid promotes CDC recognized/developed programs to
their members.
Gantt chart and Timeline
The project occurred over 11 weeks in the fall of 2021, with most of the tasks having a 2week window for completion (Appendix J).
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Instruments
Throughout this project, multiple surveys and questionnaires were created to show
growth within the project development and establish baseline data for the CAB group. The initial
surveys were created within RedCap before being transferred to SurveyMonkey for ease of CAB
member utilization. The first survey created was given to members of the church, selected by
church leadership to be involved, to ensure those individuals met the criteria for the CAB
(Appendix L). After the CAB members were finalized, a questionnaire was administered and the
members were asked to choose modules from the DEP and rate the importance of the topics to
the community (Appendix M). The first four topics were recommended during discussions with
the Health Minister: diabetes education (two modules), activity, and diet; two additional were
selected by the CAB members after they viewed topics available in the first 6 months of the
Prevent T2 curriculum: coping with triggers and managing stress. Until the CAB completed the
survey, the topics were listed as first, second, third, et cetera in Appendix N. The six Prevent T2
modules were modified based on the CAB members’ discussion and then evaluated after revision
(Appendix O). Once the improvements from the evaluation were addressed, the CAB appraised
the potential benefit of the modified DE program as a whole (Appendix P). A diagram showing
the flow of each meeting and what topics were reviewed is available in Appendix Q.
Evaluation Plan
Analysis Plan for the Data
Community stakeholders from the church in Ward 6 worked in conjunction with the
project lead to modify a portion of an evidence-based diabetes prevention program that was
specific to this community. This project empowered the community to offer services to their
congregation that are evidence-based and culturally tailored to the population.
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Focus groups are a primary component of the CBPR methodology as it centers on the
knowledge the CAB members bring to the project. The first meeting focused on the details of the
project and the end goals, reintroducing the project to the chosen CAB members. Consent and
expectations of the CAB members were reviewed. For instance, the fact that the focus groups
were recorded for transcription needed to be disclosed. The congregation nurse acted as the
moderator, with the project lead being the scribe and the individual who completed the
transcription of the recordings. The second meeting focused on the first four topics chosen from
the Prevent T2 modules by the CDC as well as the selection of the fifth and sixth topic by the
CAB members from the available modules (2020). The second meeting ended with the
prioritization of the topics through a survey. Results are modeled in Appendix U.
During the third through fifth meetings, the CAB members reviewed the modules and
addressed issues or concerns. The questions asked for each topic helped determined what was
missing and what was inaccurate for this community. Each meeting ended with the CAB
members being asked if any changes needed to be made to the module(s). In the sixth meeting,
the CAB members evaluated the six modules with the modifications and reviewed the content for
any concerns. The same questions from the previous meetings were again asked: What was
missing and inaccurate for this community? The sixth meeting ended with a survey that asked
the CAB members to evaluate each module and state whether the subject was presented in a way
that the community would understand. Based on the survey results, no additional concerns were
found in the modules that required modification at this time. A final survey was presented to the
CAB members asking them to assess their perceived benefit of the program to the community;
the survey was broken down into feasibility and sustainability with an area for open responses.
See Appendix I for the CBPR process.
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Objectives and Data
A survey was created and given to the selected members of the church for the CAB. The
results of the survey are in Appendix T. The CAB members’ ages ranged from 40 to 78, with the
mean age being 64. All individuals were Black American, and involvement in the church ranged
from 7 to 59 years, with the mean number of years of involvement being 29.5. All had at least
some college with the highest level of education being a graduate or professional degree. The
CAB members established a representative baseline for the community, despite the low sample
size.
The CAB members were asked to rate the different modules using a Likert scale ranging
from “very important” to “not important at all.” The CAB ranked the modules as such:
differentiating why Black Americans are at increased risk for diabetes as most important,
followed by diabetes prevention and treatment strategies, lifestyle modifications like activity and
eating, “real world” strategies to deal with stress/coping, and education about diabetes and
prediabetes (Appendix V). After completion of the meetings, the interviews were transcribed for
content analysis and examined for any themes in the CAB members’ discussions. The themes
identified will be beneficial to personalizing future modules for the congregation as they clearly
evidence the priorities of the CAB members. The themes identified were presented to the CAB
members for review (Appendix W). Once the changes, if any, were addressed, the CAB
appraised the modified modules of the DE program with anticipation of the remaining modules
being review. Results are in an Excel Spreadsheet in Appendix X. The modified modules are
available in Appendix Y.
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Collection of data
Within CBPR, data collection is an iterative process that allows discussion between the
researcher and the CAB. Data collection began with the selection of the problem. CBPR’s
emphasis on the community’s involvement requires representation in focus groups and
interviews. After each survey, a group discussion occurred to discuss results and plan the next
steps (Hacker, 2017a). Each meeting allowed the community to provide additional input on the
customization of the DE program modules. The researcher’s primary function throughout the
data collection process in CBPR was to administer structured interviews, surveys, and facilitate
conversation as this project utilized qualitative data gained from the CAB members (Hacker,
2017b). The survey examples are listed in Appendices L through P of this document. The
believed feasibility and sustainability of the program were assessed using the CAB evaluation
surveys (Appendix X). Implementation of the program will provide additional quantitative data,
but is outside the scope of this study’s timeline.
Focus Group Design
The focus groups were facilitated by the church’s Wellness Minister and Children’s
Director. She holds a master’s degree in Divinity and a Bachelor’s of Science in Nursing; she is
experienced in group facilitation as both a minister and health director. It was essential for the
focus group facilitator to be someone the congregation knew would be fair, impartial, and nonjudgmental of their responses. By nature of her position, the facilitator also aided in creating an
environment in which the participants would feel comfortable discussing their perceptions of
what would be beneficial to the community without fear of reprisal or dismissal of ideas.
The questioning approach for the focus group was strategically designed to obtain
information from the community’s point of view regarding diabetes and prediabetes to
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incorporate cultural and environmental norms in the DE program modules. The focus groups
were organized by the facilitator, who identified individuals within the congregation who met the
desired criteria for the CAB. The focus group met via Zoom webinar because of the COVID-19
pandemic and the increased risk to individuals when meeting in person. Each session ran for
approximately 60 minutes. An open-ended questioning approach was used, beginning with a
broad introduction of the core DE curriculum. Follow-up probing questions were prepared for
use to gather desirable information from the community. The focus group format and interview
questions are provided in Appendix T.
Each participant did not give personal identifying information, and video footage was not
used to ensure confidentiality. The audio was transcribed with a computer program and then
categorized and coded, after the transcription was manually analyzed for accuracy, to provide
insight into themes, and that audio was maintained on a secured device. The findings were
important for understanding the barriers to and drivers of engagement among community
stakeholders. Once analyzed, the data was presented to the CAB members for reflection and
planning for the DE program expected to be released to the community in the fall of 2022. The
majority of the CAB needed to be present at the final meeting to validate the findings.
Results
Logic Model
A logic model was utilized during the evaluation of this project as it determines outcomes
across different periods. Logic models visualize a project’s resources, activities, and outputs and
the short-, medium-, and long-term outcomes (CDC, 2015). The process portion ranges from the
CAB development to the completed DEP, with multiple outcome goals (Appendix R). The shortterm goal of this scholarly project was to create a community advisory board to oversee projects
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for the congregation. The medium-term objective was to have a culturally-tailored diabetes
education program modules available to the congregation. Lastly, the church’s specific desired
long-term outcome aims will be to reach the surrounding community and provide health services
and prevention at the community level. The ultimate objective of this project was to increase
access to diabetes education, decrease the incidence and prevalence of IFG and diabetes at the
community level, reduce adverse effects and outcomes related to diabetes, and improve the
congregation’s ability to make modifications as the community’s needs change. The long-term
outcomes of this initiative will not be directly measured in this project, as it requires data
collection and analysis beyond this project’s scope.
Data Analysis
As with data collection, data analysis was an iterative process that allows for
modifications or adjustments to data based on the CAB knowledge or input (Hacker, 2017b).
After each survey was presented to the CAB members, a discussion occurred over the
subsequent steps and the survey results for the program development and the community. The
CAB interpreted the results and their significance to the community; the project’s refinement
opportunities were also presented. Survey results were analyzed through Microsoft Excel
(Appendix U – W) for categorization, prevalence, and trends. The CAB members determined the
six topics shared deficiencies across three themes: the importance of intergenerational
involvement, the importance of community interaction/group wellness, and the importance of
community activation through competition/engagement (Appendix X). With these additions to
the curriculum, the CAB members deemed the modules to have potential benefit to the
community. The modified modules are available in Appendix Y.
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Intergenerational Involvement
The congregation believes that involving multiple generations throughout the process is
essential to developing healthy habits earlier. One individual stated, “if there’s something that’s
not bothering them, they’re not going to go get checked out… when you’re young, you think
you’re going to live forever.” The CAB members acknowledged that younger generations are
affected by diabetes and prediabetes and wanted them to be aware of challenges and ways to
overcome them. There was one member of the CAB who has diabetes and wanted education
emphasized for younger generations:
“There are a lot of things you go through as a diabetic that might not necessarily work
with others who don’t have it. And it depends on the age too, because you have a lot of
young prediabetics now, and they don’t realize that they… are harming themselves with
the junk food.”
Providing opportunities for the generations to interact with one another also allows for
experiences gained from older generations to be shared. The CAB members believe that the
younger generation will listen to advice coming from their “elders.” One such example that
resonated with the Cab is that, diabetes can cause vision issues:
“It’s hard for [them] to determine having an eye problem related to diabetes [and we]
need to emphasize having yearly checkups… [they] need to talk to [their] elders while
they’re still here.”
An article by Hanks, Myles, and Wraight discusses the importance of a multi-generational
strategy to transform health education (2018). “Intergenerational approaches to health have the
capacity to change perspectives on disparities” (Hanks et al., 2018, pp. 8).
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Group Wellness
Interacting as a group provides opportunities for engagement that encourage wellness.
When discussing the education curriculum, the CAB reminisced about previously completed
events; one member stated:
“I do think that this, this conversation is timely, and there is comradery when you’re
doing it with other people, which is why I do think [the congregation] has great turnout
when we have events or groups workouts because we do like that comradery… So
individual walking, not at much… but when it’s a marathon or when it’s a, you know, a
yoga class… that Saturday class, people feel more energized when they’re doing it with
someone else.”
The CAB then deviated from the discussion and started planning wellness events for the
congregation. The group has realized and acknowledged the benefit of social participation on
physical and mental well-being (Ma, Piao, & Oshio, 2020). Involving the entire community in
wellness activities sets a norm for people to be active together.
Community Competition and Engagement
Making wellness competitive provides an incentive for the community members to be
involved. When discussing the curriculum for the promotion of health through activity, one
member suggested making a competition:
“We should encourage our members to walk… And we can make it a contest, so we can
go about in families or ministries, you know, sort of like a family challenge.”
Another member responded, “you set a weekly goal, say from Monday to Friday, 50,000
steps, that’s 10,000 a day. And whoever wins with the most steps get[s] bragging rights
for the weekend.”
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If there’s a purpose to the activity, it takes away part of the decision-making burden. The idea of
social motivation has been around for decades; it is the idea that social influence can affect the
drive towards a goal (DiMenichi & Tricomi, 2015). The experiment completed by DiMenichi &
Tricomi found that competition can have positive effects on engagement (2015). Recognizing the
power of competition to promote health awareness can positively impact an individual’s wellbeing. Making health “fun” can make it engaging, and once an individual is “activated,” they are
more likely to continue an activity.
Validity of Results
Community-Based Participatory Research is externally driven by individuals “outside”
the research/study and can utilize the evaluation of structured interviews for data. Mixed
methods triangulation was used to assess the validity of the data. Both method triangulation and
data source triangulation were used with the interview transcripts through the content analysis
method to assess the results of the focus groups. For content analysis, the interviews were
transcribed, transcripts were read repeatedly, notes were made on the transcripts, and themes
were identified (Renz, Carrington, & Badger, 2018). The themes were the unit of analysis, the
codified data was then interpreted, and the findings were reported to the CAB members. The
CAB members were presented with the three major themes seen throughout the discussion and
agreed by voting that the three themes discussed were essential to the community. These changes
made to the curriculum will be part of the final course given to the community and will be
evaluated after program modification is complete.
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Discussion
Limitations
While there were eight CAB members initially, only six individuals completed all
associated surveys and were included in the final tables. Having more CAB members would
have been beneficial to ensure all perspectives were considered, but those limitations were
considered and do not take away from the knowledge gained from the CAB members. There are
over twenty course options from the Prevent T2 curriculum, and only six were chosen to review.
The remaining curricula will be reviewed by the CAB members and will be resubmitted to the
CDC for approval. Once approval is given, the curriculum can be used by the church for the
congregation.
Implications for Practice
Continuing to establish the benefit of CBPR to implement changes will be beneficial to
advancing future interventions in community settings. Involvement of the community is
necessary for the development and process of change, as the individuals will be affected by the
modifications. Having personal buy-in creates ownership, which is the desired outcome. The
community needs to feel empowered to take control of their health.
Implications for Healthcare Policy
The growing trend is to include the community in program changes for sustainability.
Moving forward, healthcare policies must have community input to ensure sustainability and
efficacy (Goode et al., 2017). This project highlights the importance of the community’s
involvement and demonstrates why policymakers must acknowledge the importance of the
people’s voice. Once this project is initiated in the community, the outcomes of the project will
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increase the validity of community involvement for future research and customized
implementation.
Implications for the Nurse Leader
Being an advocate is part of being a nurse leader and community health requires
advocacy. Implementation of programs within the community demands support beyond what is
routine. Community health requires cooperation from all fronts, and a nurse executive must be
able to work with multiple organizations to reach the collective goal of community health. This
collaboration is the only way to produce sustainable outcomes within the community setting.
Implications for Quality
This project intends to address health disparities seen in the Black American community
of DC in Ward 6 with the long-term goal of decreasing the morbidity and mortality related to
diabetes and prediabetes. Engaging the community is anticipated to lead to long-term health
benefits and program sustainability. After the conclusion of this study, the intention is to have
the church implement the custom, community-approved program, with follow-up occurring after
initial implementation.
Plans for Sustainability and Future Scholarship
Developing and implementing programs within the community must always consider
sustainability, as the only way change will occur is if someone outside of the researcher
influences the outcome as well. Community cooperation throughout the project fosters
ownership of the intervention(s). The targeted congregation is excited to implement the program
they helped tailor for their community. Potentially, a future doctoral candidate could drive
implementation and can showcase the complete results of a tailored program. Continued buy-in
from the congregation will assist with sustainability in the community after the remaining topics
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are reviewed by the CAB members. Once approved by the CDC, the health ministry of the
congregation has six months to initiate their “program.”
Conclusion
The deficiencies of the Prevent T2 program for this congregation would not have been
recognized without the insight from the CAB members. Using CBPR to work with the
stakeholders in the community will bring the most benefit. People who live in the community
have critical knowledge and lived experiences different from outside researchers. Empowering
communities to be involved in an intervention’s research, development, and implementation
process promotes shared ownership. Community involvement creates a sustainable and tailored
diabetes education program and validates the value of including the community to improve their
own health.

40
References
American Diabetes Association (ADA). (2018). Economic costs of diabetes in the US in 2017.
Diabetes Care. doi:10.2377/dci18-007
ArcGIS. (2019). District of Columbia community health needs assessment, 2019. DC Health
Matters Collaborative. https://www.arcgis.com/apps/MapSeries/index.html?appid=a
9b8b81d7462453aa5170bcf9bde837c
Armato, J.P., DeFronxo, R.A., Abdul-Ghani, M., & Ruby, R.J. (2018). Successful treatment of
prediabetes in clinical practice using physiological assessment (STOP DIABETES). The
Lancet: Diabetes & Endocrinology, 6(10), 781-780. doi:10.1016/S2213-8587(18)302341
Arnos, D., Kroll, E., Jaromin, E., Daly, H., Falkenburger, E. (2021). Tools and resources for
project-based community advisory boards. Urban Institute.
https://www.urban.org/sites/default/files/publication/104938/tools-and-resources-forproject-based-community-advisory-boards_0.pdf
Bansal, N. (2015). Prediabetes diagnosis and treatment: a review. World Journal of Diabetes,
6(2), 296-303. doi:10.4239/wjd.v6.i2.296
Brown, C.W., Alexander, D.S., Ellis, S.D., Roberts, D., & Booker, M.A. (2019). Perceptions and
practices of diabetes prevention among African Americans participating in a faith-based
community health program. Journal of Community Health, 44, 694-703.
Doi:10.1007/s10900-019-00667-0
Campbell, J.A., Yan, A., & Egede, L.E. (2020). Community-based participatory research
interventions to improve diabetes outcomes: a systematic review. The Diabetes
EDUCATOR, 46(6), 527-539. doi:10.1177/0145721720962969

41
Casale, C.R. (2020). AHRQ Activities using community-based participatory research to address
health care disparities. Agency for Healthcare Research and Quality.
https://www.ahrq.gov/research/findings/factsheets/minority/cbprbrief/index.html
Carter, N., Bryant-Lukosius, D., DiCenso, A., Blythe, J., & Neville, A.J. (2014). The use of
triangulation in qualitative research. Oncology Nursing Forum, 41(5), 545-547.
https://onf.ons.org/onf/41/5/use-triangulation-qualitative-research
Centers for Disease Control and Prevention (CDC). (2015). Evaluation guide: developing and
using a logic model [pdf]. CDC Division for Heart disease and Stroke Prevention.
https://www.cdc.gov/eval/logicmodels/index.htm
Centers for Disease Control and Prevention (CDC). (2017). New CDC report: more than 100
million Americans have diabetes or prediabetes. Centers for Disease Control and
Prevention. https://www.cdc.gov/media/releases/2017/p0718-diabetes-report.html
Centers for Disease Control and Prevention (CDC). (2018a). Deaths and Cost. Centers for
Disease Control and Prevention. https://www.cdc.gov/diabetes/data/statisticsreport/deaths-cost.html
Centers for Disease Control and Prevention (CDC). (2019). Prediabetes: your chance to prevent
type 2 diabetes. Centers for Disease Control and Prevention.
https://www.cdc.gov/diabetes/basics/prediabetes.html
Centers for Disease Control and Prevention (CDC). (2020). National diabetes prevention
program: Curricula and handouts. Centers for Disease Control and Prevention.
https://www.cdc.gov/diabetes/prevention/resources/curriculum.html

42
Centers for Disease Control and Prevention (CDC). (2021a). Program eligibility. Centers for
Disease Control and Prevention. https://www.cdc.gov/diabetes/prevention/programeligibility.html
Centers for Disease Control and Prevention (CDC). (2021b). What is the national DPP? Centers
for Disease Control and Prevention. https://www.cdc.gov/diabetes/prevention/what-isdpp.htm
Centers for Disease Control and Prevention (CDC). (2022). Diabetes prevention impact toolkit:
State results dashboard – DC. Centers for Disease Control and Prevention.
https://nccd.cdc.gov/Toolkit/DiabetesImpact/Dashboard
Dang, D. & Dearholt, S. (2018). Johns Hopkins Nursing Evidence-Based Practice: Model and
Guidelines (3rd ed.). Indianapolis, IN: Sigma Theta Tau International.
DC Health Matters (DCHM). (2020). DC Health Matters. http://www.dchealthmatters.org/
DC Health Matters Collaborative (DCHMC). (2019). Progress through partnerships: Community
health improvement plan 2019-2022. DC Health Matters Collaborative.
https://www.dchealthmatters.org/content/sites/washingtondc/DCHM_Community_Health
_Improvement_Plan_Final_Nov_2019.pdf
DiMenichi, B.C. & Tricomi, E. (2015). The power of competition: effects of social motivation
on attention, sustained physical effort, and learning. Frontiers in Psychology, 6(1282).
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4554955/
Goode, P., Bartlett, R., & Wallace, D. (2017). The value of diabetes self-management programs
for African Americans in community-based settings: a review of the literature.
International Journal of Faith Community Nursing, 3(1), art. 3, 20-34.
http://digitalcommons.wku.edu/ijfcn/vol3/iss1/3

43
Hacker, K. (2017a). CBPR – step by step [pdf]. SAGE Research Methods, 63-88.
doi:10.4135/9781452244181
Hacker, K. (2017b). Principles of community-based participatory research [pdf]. SAGE Research
Methods, 1-22. doi:10.4135/9781452244181
Hanks, R., Myles, H., & Wraight, S. (2018). A multi-generational strategy to transform health
education into community action. Progress in Community Health Partnerships, 12(1
Suppl). https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6550303/pdf/nihms-1031143.pdf
Kitzman, H., Mamun, A., Dodgen, L., Slater, D., King, G., King, A., Slater, J.L., & DeHaven,
M. (2021). Better me within randomized trial: Faith-based diabetes prevention program
for weight loss in African American women. American Journal of Health Promotion,
35(2), 202-213. doi:10.1177/0890117120958545
Joo, J. Y. & Liu, M.F. (2020). Effectiveness of culturally tailored interventions for chronic
illnesses among ethnic minorities. Western Journal of Nursing Research, 43(1). 73-84
https://journals.sagepub.com/doi/10.1177/0193945920918334
Kavanagh, S.A., Hawe, P., Shiell, A., Mallman, M., & Garvey, K. (2022). Soft infrastructure: the
critical community-level resources reportedly needed for program success. BMC Public
Health, 22(420). https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889022-12788-8
Kwon, S.C., Tandon, S.D., Islam, N., Riley, L., & Trinh-Shevrin. (2018). Applying a
community-based participatory research framework to patient and family engagement in
the development of patient-centered outcomes research and practice. Translational
Behavioral Medicine, 8, 683-691. Doi:10.1093/tbm/ibx026

44
Lew, K.N., Mclean, Y., Byers, S., Taylor, H., Musa, O., & Braizat, S. (2017). Combined diabetes
prevention and disease self-management intervention for Nicaraguan ethnic minorities: a
pilot study. Progress in Community Health Partnerships: Research, Education, and
Action, 11(4), 357-366. doi:10.1353/cpr.2017.0043
Lin, J., Thompson, T.J., Cheng, Y.J., Zhuo, X., Zhang, P., Gregg, E., & Rolka, D.B. (2018).
Projection of the future diabetes burden in the United States through 2060. Population
Health Metrics, 19(9).
https://pophealthmetrics.biomedcentral.com/articles/10.1186/s12963-018-0166-4
Ma, X., Piao, X., & Oshio, T. (2020). Impact of social participation on health among middleaged and elderly adults: evidence from longitudinal survey data in China. BMC Public
Health, 20(502). https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889020-08650-4
McCloskey, D.J., McDonald, M.A., Cook, J., Heurtin-Roberts, S., & Updegrove, S. (2011).
Chapter 1, Community engagement: Definitions and organizing concepts from the
literature. Principles of Community Engagement (2nd ed.). National Institute of Health:
United States.
McNeill, L.H., Reitzel, L.R., Escoto, K.H., Roberson, C.L., Nguyen, N., Vidrine, J.I., Strong,
L.L. & Wetter, D.W. (2018). Emerging black churches to address cancer health
disparities: project CHURCH. Frontiers in Public Health.
https://www.frontiersin.org/articles/10.3389/fpubh.2018.00191/full
Merrill, C. & Rieke, A. (2019). Community health needs assessment: June 2019 [pdf]. DC
Health Matters Collaborative.

45
http://www.dchealthmatters.org/content/sites/washingtondc/2019_DC_CHNA_FINAL.p
df
Mind Tools. (n.d.). Cost-benefit analysis: deciding, quantitatively, whether to go ahead. Mind
Tools. Retrieved from https://www.mindtools.com/pages/article/newTED_08.htm
Mount Moriah Baptist Church (MMBC). (2020). Our history. Mt. Moriah Baptist Church.
https://www.mountmoriahchurch.org/our-history
Muvuka, B., Combs, R.M., Ayangeakaa, S.D., Ali, N.M., Wendel, M.L., & Jackson, T. (2020).
Health literacy in African-American communities: barriers and strategies. Health
Literacy Research and Practice, 4(3), e138-e143.
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7365659/
National Diabetes Prevention Program (NDPP). (2021c). Receiving and maintaining CDC
recognition: DPRP standards and operating procedures. Centers for Disease Control and
Prevention. https://nationaldppcsc.cdc.gov/s/article/DPRP-Standards-and-OperatingProcedures
O’Brien, M.J., Moran, M.R., Tang, J.W., Vargas, M.C., Talen, M., Zimmermann, L.J.,
Ackermann, R.T., & Kandula, N.R. (2016). Patient perceptions about prediabetes and
preferences for diabetes preventions. Diabetes Education, 42(6), 667-677.
doi:10.1177/0145721716666678
Pew Research Center. (2022). Religious landscape study: racial and ethnic composition. Pew
Research Center. https://www.pewresearch.org/religion/religious-landscape-study/racialand-ethnic-composition/

46
Renz, S.M., Carrington, J.M., & Badger, T.A. (2018). Two strategies for qualitative content
analysis: an intramethod approach to triangulation. Qualitative Health Research, 28(5)
824-831. https://journals.sagepub.com/doi/10.1177/1049732317753586
Robert Wood Johnson Foundation (RWJF). (2011). Issue brief #5: Exploring the social
determinants of health – Education and health. Robert Wood Johnson Foundation.
http://rwjf.org/en/library/research/2011/05/educatiom-matters-for-health.html
Rosswurm, M.A. & Larrabee, J.H. (1999). A model for change to evidence-based practice.
Journal of Nursing Scholarship, 31(4), 317-322. doi:10.1111/j.15475069.1999.tb00510.x
Shang, Y., Marseglia, A., Fratiglioni, L., Welmer, A.-K., Wang, R., Wang, H.-X., & Xu, W.
(2019). Natural history of prediabetes in older adults from a population-based
longitudinal study. Journal of Internal Medicine, 286(3), 326-340.
doi:10.1111/joim.12920
Shawley-Brzoska, S. & Misra, R. (2018). Perceived benefits and barriers of a community-based
diabetes prevention and management program. Journal of Clinical Medicine, 7(58).
doi:10.3390/jcm7030058
Shrestha, S.S., Honeycutt, A.A., Yang, W., Zhang, P., Khavjou, O.A., Poehler, D.C., Neuwahl,
S.J., Hoerger, T.J. (2018). Economic costs attributable to diabetes in each US state.
Diabetes Care, 41(12), 526-2534. doi:10.2337/dc18-1179
Smith, S.A., Whitehead, M.S., Sheats, J.Q., Ansa, B.E., Coughlin, S.S., & Blumenthal, D.S.
(2015). Community-based participatory research principles for the African American
community. Journal of the Georgia Public Health Association, 5(1), 52-56.
doi:10.20429/jgpha.2015.050122

47
Tremblay, M.C., Martin, D.H., McComber, A.M., McGregor, A., & Macaulay, A.C. (2018).
Understanding community-based participatory research through a social movement
framework: a case study of the Kahawake schools diabetes prevention project. BMC
Public Health, 18(487). doi:10.1186/s12889-018-5412-y
Tuso, P. (2014). Prediabetes and lifestyle modification: time to prevent a preventable disease.
The Permanente Journal, 18(3), 88-93. doi:10.7812/TPP/14-002
US Departments of Health and Human Services Office of Minority Health (OMH). (2021).
Diabetes and African Americans. US Department of Health and Human Services Office
of Minority Health. https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=4&lvlid=18
US Preventive Services Task Force (USPSTF). (2015). Final recommendation statement:
Abnormal blood glucose and type 2 diabetes mellitus: Screening. US Preventive Services
Task Force.
https://www.uspreventiveservicestaskforce.org/Page/Document/RecommendationStateme
ntFinal/screening-for-abnormal-blood-glucose-and-type-2-diabetes
Whitney, E., Kindred, E., Pratt, A., O’Neal, Y., Harrison, C.P., & Peek, M.E. (2017). Culturally
tailoring a patient empowerment and diabetes education curriculum for the African
American church. Diabetes Education, 43(5), 441-448. doi:10.2277/0145721717725280
Winterbauer, N., Bekemeier, B., VanRaemdonck, L., & Hoover, A.G. (2016). Applying
community-based participatory research partnership principles to public health practicebased research networks. SAGE Open, 6(4). Doi:10.1177/2158244016679211

48
Appendices
Appendix A

49
Appendix B
Outcome 1: Formation of a Community Advisory Board (CAB) for the Congregation
Measure
Selection of an 8 to 10
member CAB

Measure
Type*
Structure

Data Source
Survey to
establish the
value of
community
health to
each member

Sampling
Method
Survey of
participating
community
leaders,
congregation
leaders,
at-risk for
impaired
glucose
congregation
members, their
families, their
caregivers, and
providers
dedicated to
improving the
health of those
at-risk for
impaired
glucose
congregation
members

Timing/Frequency
Once, pre-program
development

Standard Measure?** No
Numerator Total number of formal and informal community leaders, congregation
leaders,
at-risk for impaired glucose congregation members, their families, their
caregivers, and providers dedicated to improving the health of at-risk
for impaired glucose congregation members selected to be on the CAB.
Denominator or Population - Community leaders, congregation leaders,
Population*** at-risk for impaired glucose congregation members, their families, their
caregivers, and providers dedicated to improving the health of at-risk
for impaired glucose congregation members
Exclusions Younger than 18 years of age.
Calculation/Statistic(s) None
Goal/Benchmark 8 to 10 individuals committed to improving the health of at-risk for
impaired glucose congregation members
Data
Elements
Community
Advisory
Board (CAB)
Identifier

Variable Definition
Name
Cab#
System generated
identifying number

Data
Data Values
Type*
& Coding
Continuous N/A

Restrictions/
Validation
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Gender

Gender

Member gender

Race

Race

Member race

Date of Birth

Dob

Member date of birth

Member of
Mem
Congregation
Years in
Years
Community
Role within
the
Community
Level of
Education

Role

Profession

Prof

Level of
interest for
at-risk for
glucose
impairment
education

Interest

Edu

Categorical 1, Male; 2,
Female; 3,
Prefer Not to
Say
Categorical 1, White; 2,
Hispanic or
Latino; 3,
Black or
African
American; 4,
Native
American or
American
Indian; 5,
Asian/Pacific
Islander;
6, Other.
Continuous 01-01-1900 to
12-31-2018
Categorical 1, Yes
2, No
Continuous 0-100

Required

Required

Date (M-DY)
Required

Are you a member of the
congregation?
How many years have
you been a member of
this community/
congregation?
What is your role within
Text
N/A
Required
the
community/congregation?
What is your highest level Categorical 1, Some highRequired
of education?
school; 2,
High-School
Graduate; 3,
Trade School;
4, Some
College; 5,
Undergraduate;
6, Graduate/
Professional
Degree
What is your current/past Text
profession?
How interested are you in Categorical
addressing impaired
glucose levels within the
community/congregation?

N/A
1, Extremely
interested
2, Very
interested
3, Neutral
4, Slightly
interested
5, Not at all

Required
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Outcome 2: Identification of priorities in the community regarding diabetes education (DE)
by CAB members
Measure

Measure
Type*
Process

Data
Source
Survey

Sampling
Method
CAB members

Timing/Frequency

Identification of priorities
Once, pre-program
for congregation members
development
regarding DE
Standard Measure?** No
Numerator Total number of identified priorities to be included in diabetes education
program
Denominator or Population – CAB members
Population***
Exclusions None
Calculation/Statistic(s) None
Goal/Benchmark Identification of top (5) priorities to be included in diabetes education
program
Data Elements
Community
Advisory Board
(CAB)
Identifier
Diabetes
Knowledge

Get Active to
Prevent T2

Variable
Name
Cab#

Definition

Data Type*

System generated
identifying number

Continuous

DM Know

How important is
increasing
education about
diabetes and
prediabetes?

Categorical

DM
Active

How important are
approaches to
exercise/lifestyle
modifications in
diabetes
prevention?

Categorical

Data Values
& Coding
N/A

Restrictions/
Validation

1, Extremely
important
2, Somewhat
important
3, Neither
important/
unimportant
4, Somewhat
unimportant
5, Very
unimportant
1, Extremely
important
2, Somewhat
important
3, Neither
important/
unimportant
4, Somewhat
unimportant

Required

Required
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Cope with
Triggers

DM Cope

How important is it
identify to ways to
cope with triggers
in diabetes
prevention?

Categorical

Eat Well to
Prevent T2

DM Eat

How important are
implementing food
strategies into
diabetes
prevention?

Categorical

Diabetes and
Black/African
Americans

DM BA

How important is it Categorical
to differentiate why
African
Americans/Blacks
are at increased risk
for diabetes?

Other

DM Other

Are there any
priorities not
addressed? If so,
please explain.

Text

5, Very
unimportant
1, Extremely
important
2, Somewhat
important
3, Neither
important/
unimportant
4, Somewhat
unimportant
5, Very
unimportant
1, Extremely
important
2, Somewhat
important
3, Neither
important/
unimportant
4, Somewhat
unimportant
5, Very
unimportant
1, Extremely
important
2, Somewhat
important
3, Neither
important/
unimportant
4, Somewhat
unimportant
5, Very
unimportant
N/A

Required

Required

Required

Not Required

Outcome 3: Evaluation of DE curriculum that addresses priorities stated in Outcome 2
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Measure

Measure Type*

Data Source

Evaluation of DE
curriculum

Process

Survey

Standard Measure?**
Numerator
Denominator or
Population***
Exclusions
Calculation/Statistic(s)
Goal/Benchmark

Sampling
Method
CAB members

Timing/Frequency
PRN, during
program
development

No
Most frequently identified priorities
Population – all identified priorities
None
None
Develop a diabetes education program to include the most frequently
identified priorities; scale range score of total respondents fall into the
agree or strongly agree range.

Data
Elements
Community
Advisory
Board (CAB)
Identifier
Top DE
Priority

Variable
Name
Cab#

Definition

Data Type*

Data Values
& Coding
N/A

Restrictions/
Validation

System generated
identifying number

Continuous

DE1

Top need chosen by
CAB that will have
curriculum

Categorical

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required

2nd DE

DE2

2nd priority chosen
by CAB that will
have curriculum

Categorical

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required

3rd DE Priority
Met

DE3

3rd priority chosen
by CAB that will
have curriculum

Categorical

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required
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4th DE Priority

DE4

4th priority chosen
by CAB that will
have curriculum

Categorical

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required

Confirmation

Conf

Are there other
concerns that need to
be addressed? If so,
please explain

Text

N/A

Not
Required

Outcome 4: Evaluation of DE program by CAB for the feasibility of implementing within
the identified congregation
Measure

Measure Type*

Data Source

Evaluation of DE program.

Outcome

Survey

Standard Measure?**
Numerator
Denominator or
Population***
Exclusions
Calculation/Statistic(s)
Goal/Benchmark

Data
Elements
Community
Advisory
Board (CAB)
Identifier
Top DE
Priority Met

Sampling
Method
Members of
CAB

Timing/Frequency
After the project
curriculum has
been created

No
Scale range score of total respondents
Population = All members of the CAB participating in survey
None
None
The curriculum meets the needs of the community; scale range score of
total respondents fall into the agree or strongly agree range.

Variable
Name
Cab#

Definition

Data Type*

System generated
identifying number

Continuous

DE1e

Was the top priority
addressed in a way
that will be
understood by the
community?

Categorical

Data Values
& Coding
N/A

Restrictions/
Validation

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required
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2nd DE
Priority Met

DE2e

Was the 2nd priority
addressed in a way
that will be
understood by the
community?

Categorical

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required

3rd DE
Priority Met

DE3e

Was the 3rd priority
addressed in a way
that will be
understood by the
community?

Categorical

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required

4th DE
Priority Met

DE4e

Was the 4th priority
addressed in a way
that will be
understood by the
community?

Categorical

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required

Top DE
concern met

DExe

Was the largest
barrier to DE
addressed in a way
that will be
understood by the
community? If not,
please explain.

Text

N/A

Required

Measure

Measure Type* Data Source

Feasibility of curriculum

Balancing

Standard Measure?**
Numerator
Denominator or
Population***
Exclusions
Calculation/Statistic(s)
Goal/Benchmark

Exit
interview

Sampling
Method
CAB members

Timing/Frequency
After the project is
developed

No
“Scale range score of total respondents”
All individuals on the CAB from the church participating in exit
interview.
None
None
The curriculum will be beneficial to the congregation; scale range score
of total respondents falls into the agree or strongly agree range.
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Data
Elements
Community
Advisory
Board (CAB)
Identifier
Concerns
about
Curriculum

Variable
Name
Cab#

Definition

Data Type*

System generated
identifying number

Continuous

Data Values
& Coding
N/A

Restrictions/
Validation

ConCur

Text

N/A

Feasibility

Feasible

Do you have any
concerns about the
program that was
developed? If so,
please explain
Do you believe this
program will be
beneficial to the
community?

Categorical

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required

Sustainable

Sustain

Do you believe this
curriculum will be
able to be utilized
multiple times?

Categorical

1, Strongly
Agree
2, Agree
3, Somewhat
Agree
4, Disagree
5, Strongly
Disagree

Required

Final
Thoughts

FinTho

Do you have any
final thoughts,
comments, or
suggestions for
improvement?

Text

N/A
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Appendix C
Literature Table
Article
#

1

Author &
Date

Brown,
Alexander,
Ellis, Roberts,
& Booker
(2019)

Evidence
Type

Quasiexperimental

Study findings that
Sample, Sample
help answer the EBP
Size, Setting
Question

Focus groups and
semi-structured
interviews; 20
Black/African
American (BA)
churches were
recruited. There
were 51
participants in
total, with 37 in
the intervention
group (modified
curriculum) and
14 participants
from the national
curriculum
(current
standard) group.

Lifestyle interventions
completed in
community settings
are associated with
reduced risk of
diabetes, with
community- and faithbased interventions
being the key to
bridging the gap in the
BA population.
Participant personal
knowledge of diabetes
was dependent on
family experiences;
learned experiences.
Community
participation in
lifestyle modification
was beneficial.
Intervention in the
church brought
comfort to the
participants; social
support.

Observable
Measures

Limitations

Evidence Level
& Quality

Structured
interviews and
focus groups were
recorded and the
audio was
transcribed and
coded to find
themes between all
51 participant
interviews. Six
themes and four
sub themes were
found. The six
themes are: general
understanding of
prediabetes and
diabetes, diabetes
prevention
knowledge,
program benefits,
program barriers,
lack of
participation from
men, and
behavioral changes
after program
participation. The
four sub themes

Some
participants were
already aware of
their prediabetes
status because
their doctor had
told them, so
some individuals
were regularly
seen by their
doctor. This
study was only
conducted in one
county in North
Carolina and
more than half
the individuals in
the study were
women and not
necessarily
representative of
the entire BA
population.
Sample bias is of
concern.

Level II – Good;
Mixed methods
that had a control
group to compare
to improving the
curriculum in
addressing BA
and the increased
risk for impaired
glucose.
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2

Campbell,
Yan, & Egede
(2020)

Systematic
Review

Systematic
review of CBPR
interventions and
their effect on
diabetes-related
outcomes; the
inclusion criteria
for the review
included:
published in
English, Adult
population at
least 18 years of
age, lifestyle
intervention in
type 2 diabetics,
study fit criteria
set forth for
CBPR by
McCloskey,
McDonald,
Cook, HeurtinRoberts,
Updegrove
(2011), at least 1
outcome (fasting
glucose, lipids,
blood pressure,

Of the sixteen
interventions, nine
were quasiexperimental with one
study group and the
other seven were
randomized controlled
trials. Sample sizes
ranged from 26 to
320, with only 5 being
less than 100 (2 were
less than 50). Eleven
studies occurred
within a community
setting, while the
other five occurred in
another type of
community setting
like a pharmacy or
clinic.
Twelve of the studies
showed improvement
(statistically
significant) in one or
more than one of the
diabetes-related
outcome measures
(A1c, fasting glucose,

fell under the
theme of program
benefits: fitness
membership,
accountability,
faith component,
and pastoral
support.
Reproducible
search strategy that
focuses on CBPR
and effective
lifestyle
Only articles
interventions for
published in
diabetes / risk
English were
reduction. 10 of the
looked at. Only
sixteen articles had
published studies
statistically
were looked at,
significant changes
so there is risk
in A1c (P <.05 –
for bias in the
P<.001), 3 out of
evidence of the
16 articles had
studies.
statistically
Narrative review,
significant changes
so no statistical
in blood pressure,
data was looked
and 4 out of 16
at from the
studies had
articles, so
statistically
cannot see the
significant changes
“numbers” for
in fasting glucose.
the statistical
Four articles
significance.
discuss lipids, two
articles (Harrison
et al. and
Yazdanpanah et
al.) showed a

Level III; High –
systematic review
of CBPR and
diabetes
outcomes, but
does not include
the numeral data,
no meta-analysis
completed
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3

Goode,
Bartlett, &
Wallace
(2017)

Review

or quality of life), blood pressure, lipids, significant change
and lifestyle
and quality of life).
(P<.05) in LDL or
intervention
The review highlights
cholesterol
being evaluated importance of shared
(P<.001) and
for impact on one
leadership and
another (Spencer et
or more outcome.
community
al.) discussed
172 articles were
involvement in
significant changes
looked at and
interventions.
in cholesterol (with
sixteen were
no P value noted).
chosen for the
Two articles
literature review.
discuss quality of
life (Chelsea et al.
and Harrison et al.)
and state them as
statistically
significant.
Review of
“Diabetes selfTwo articles stated
literature looking
management
statistically
at diabetic
education delivered in significant changes
Lack of longeducation
community-based
in coping
term instilment
interventions that settings [is] effective
strategies,
in BA
are relevant to
in improving diabetes
empowerment,
communities,
the BA
outcome indicators”
knowledge, and
lack of studies
population in
(Goode et al., pp.31,
physiological
focusing on
community
2017). There is room
measures like
empowerment,
settings.
for more research in
weight and blood and not as many
Inclusion criteria community settings
sugar. Two studies studies focused
for the review
that focus on culture, (Spencer et al. and
on faith-based
included: English
empowerment,
Peek et al.) looked
interventions,
language, study
coaching, and
at diabetes
which has been
dates range from
spirituality, but
education and its
shown to be an
2005-2014 and
especially
effect on selfarea of influence
diabetes selfempowerment. One
efficacy; both
in the BA
management
article addresses
showed statistically
community.
education
functional literacy
significant
(DSME) in
(Montague et al.),
improvement in

Level III; Good –
systematic review
of CBPR that
looks into faithbased
interventions, but
not as much
discussion
comparing all the
articles.
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community
settings.
Keywords that
were sought out
included: “faithbased,”
“communitybased,” “selfcare,” “selfmanagement,”
“African
American,”
“diabetes
education,” and
“diabetes.” 13
studies addressed
DSME in faithbased and
communitybased settings.
All studies were
in BA adults.
Study
populations
ranged from 16
individuals to
164 participants.

with 33% of
individuals within the
study have poor
functional literacy;
low literacy has been
associated with poorer
diabetes outcomes.
Another study had a
convenience sample of
50 BA individuals to
look at health literacy
and diabetes
outcomes; there was a
correlation between
low diabetes
knowledge and poor
health outcomes.
Another study
implemented
interactive diabetes
knowledge sessions
and there was an
increase in diabetes
knowledge, but the
timeline was not
addressed and did not
show any changes in
physiological
measures (Walker et
al.). Knowledge also
affected adherence to
treatment regimen and
perceived control of
disease process.

HbA1c levels. Four
articles look at
faith-based
(community)
settings and the
effect that the sense
of social support
has on diabetes
education; two
articles had
statistically
significant
improvement in
A1c and the other
two focused more
on quality of life
and education.
Working in the
community also
statistically
improved the
community’s trust
in the health care
system (Johnson et
al.). Culturally
tailoring to the BA
population
improved outcomes
(diabetes
knowledge and
physiological
outcomes) in three
studies and
statistically
improved in five of
the thirteen studies.
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4

5

Kitzman,
Mamun,
Dodgen,
Slater, King,
King, Slater,
& Dehaven
(2021)

Kwon,
Tandon,
Islam, Riley,
& TrinkShevrin
(2017)

Cluster
randomized trial
compares
between a faithbased diabetes
prevention
program (DPP)
and the standard
DPP. Set in
eleven BA
Quasichurches within
Experimental
the Dallas, Texas
area; participants
were 333 adult
BA women
screened, 289
eligible, but only
221 enrolled in
the study
between the ages
of 36 and 60.

Review

Faith-based DPPs
excelled in meeting
CDC’s weight-loss
requirements
(additional 6.1 pounds
over the 4-month
period) as well as
health behaviors and
chronic disease risk.
The standard DPP had
reductions as well, but
not as significant of a
reduction in weight.
Showed that lay
individuals can
facilitate the DPP and
still be as effective as
DPPs lead by
healthcare providers.

4 common themes:
fostering joint
ownership in
identification of
Utilization of
priorities, recognition
CBPR principles
of importance of
into patientstakeholder driven
centered outcome
priorities, building
strategies
capacity for
collaboration, and
recognizing no
endpoint to research

The standard DPP
group had
statistically
significant weight
loss at 2.6% over a
10-month period
(P<.01), but the
faith-based DPP
had a higher
improvement at
5.8% weight loss
(P<.01). While
both groups had
significant
improvements
overall, the only
noticeable
improvement
between the two
groups was weight
reduction.
Otherwise, similar
outcomes were
seen.
1. Fostering joint
ownership –
ownership
integrated into each
phase of the trial
(i.e. creating
stakeholder
boards); having
non-patient
members speak
into their
experiences.

Limitation to
only women, no
men included in
this study. 69%
overall
attendance by
participants,
which is similar
to other DPP
studies but still
not ideal for
long-term
attendance.

There is no
limitations
discussed as this
was an
evaluation of
CBPR and
relating it to
patient-centered
outcomes

Level II – High;
mixed-methods
study that
showed the
benefit to an BA
population when
the intervention
completed in a
faith-based
setting.

Level V – High
quality
integrative
review of CBPR
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2. Recognition of
stakeholder
priorities – disease
“state” not the only
criteria of
importance, but
race and location
matter as well.
Prioritizes patientdriven outcomes.
3. Building
capacity for
collaboration –
CBPR uses an
assets-based
approach and
leverages local
strengths and
combines with the
strengths of the
researchers.
Community can
also provide
contextual factors
that are unknown
to the researchers.
4. No endpoint to
research – CBPR is
cyclical and the
ongoing
dissemination of
information allows
for improvements
in sustainability.
Changes must be
facilitated through
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social action and
not independent of
the community.

6

Goal was 40
participants (had
42) of Creole or
Miskito
identification, 21
years or older, at
risk for diabetes
or self-reported
Mixed
Lew, Mclean,
diabetes, and has
Methods
Byers, Taylor,
a PCP or
(QuasiMusa, &
endocrinologist.
Braizat (2017) Experimental)
33 participants
completed the
entire study.
CBPR-based
diabetes
education and
management
program

7

89 participants
completed a 22session DPP,
within a
community
setting, over a
year period with
CBPR being
utilized to be
culturally

ShawleyBrzoska &
Misra (2018)

Nonexperime
ntal

Qualitative: Openended survey
looked at patient
satisfaction.
Quantitative: A1c
Statistically
observed at
Type II error
significant reduction
baseline, three
with insufficient
in A1c over a several
months, and six
power as this is a
month period. Mental
months as well as small study and
health improvement
weight and mental
may not be
also occurred. There
health quality of
generalizable to
was not a significant
life (QOL). A1c
the general
reduction in weight.
decreased from
population.
Patients were also
8.8% to 8.3%
Absence of a
satisfied with the
(p=.04) at three
control group.
intervention and
months.
Brief sampling
thought it was
Nonsignificant
period (3 days)
beneficial to them.
weight changes
occurred, but
mental health QOL
was significantly
improved (p<.01).
SPSS analysis was
Scheduling
used. Descriptive conflicts were a
characteristics
factor in
collected.
attendance of
Benefits and barrier
Cronbach’s alpha
DPP, but onesurvey created to
is utilized to assess
year length
assess the patient’s
reliability and
wasn’t.
perception of the
consistency within Suggestions for
program with the
the program. A
improvement
result being that there
were overall high
principal
were: offer more

Level II – Good;
mixed methods
study, but not
high quality as
there is not a
control for the
experimental
study.

Level III – High;
non-experimental
study with selfreflection and
participant driven
inquiry.
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8

Smith,
Whitehead,
Sheats, Ansa,
Coughlin, &
Blumenthal
(2015)

appropriate. 73%
benefits and low
component analysis
of the
barriers to the
was completed to
participants were
program. Benefits
assess the
female and ages
were improved
weight/important
ranged from 20 lifestyle, health coach,
of different
to 83 with the
and availability.
constructs within
mean age 58.5.
the study. Benefits
and barriers were
weighted the
heaviest and
carried the most
importance, with
Cronbach’s alpha
of reliability being
0.827 and 0.645
respectively. The
results of these 2
constructs is that
participants felt
high benefits and
low barriers to the
DPP.
In conjunction with Besides the guiding
the National Black
principles, no
Leadership Initiative
observable
on Cancer (NBLIC),
measures were
the researchers created addressed as the
Development of
seven guiding
themes were
CBPR principles
principles, using the
created in
Nonexperime
that are specific
CBPR framework,
conjunction with
ntal
to the BA
that were then
stakeholders from
community.
implemented in a pilot the community. #1
study to test
reflects CBPR
efficaciousness. The principle #1 in that
seven guiding
it identifies the
principles are: (1) we community as unit;

session, provide
recipes and food
demonstrations,
and bring in
experts.

These are just
Level III – Good;
guiding
specific
principles and
principles defined
are not protocols,
in a setting, but
but could be
limited data on
used as criteria
applicability to
to measure
the BA
against.
population as a
Limitations in
whole.
use.
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are family, (2) it takes
a village, (3) come as
you are, (4) just stand,
(5) health, wholeness
and healing, (6) go tell
it on the mountain,
and (7) we shall
overcome, someday.
The seven guiding
principles are: (1) we
are family, (2) it takes
a village, (3) come as
you are, (4) just stand,
(5) health, wholeness
and healing, (6) go tell
it on the mountain,
and (7) we shall
overcome, someday.

taken from Sister
Sledge song. #2
based on African
proverb and the coownership of the
community. #3’s
phrase has been
used in gospel
music as well as a
party invitation,
which emphasizes
empowerment and
builds on current
strengths. #4’s
phrasing is from an
old gospel song,
with the focus on
the “old” being the
foundation, like
research always
being a foundation
for future research.
Research is
cyclical. #5 focuses
on the fact that the
purpose of
improvements is on
health of the
participants,
relating to CBPR
principle number 4
– integration for
the mutual benefit
of all partners. #6
is from a BA
Christmas spiritual
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9

Tremblay,
Martin,
McComber,
McGregor, &
Macaulay
(2018)

Case study
design that
allowed for
evaluation of the
qualitative
research
collected from
the Kahnawake
DPP throughout
a period of time.
Nonexperime
52 documents
ntal
looking at the
DPP since its
inception in 1994
and looking at
key themes. The
documents were
reviewed by four
key stakeholder
groups (talking
circles); total of

Looks at the evolution
of the DPP over time
and how different
changes affected
outcomes. The data
begins with the
development of the
DPP and the benefit it
initially provided and
how it continued over
time, but has since lost
resources and
community
mobilization. Looking
at change over time,
can see room for
improvement through
continued spreading
of information
throughout the
community and not

hymn and reflects
the higher role of
the community
being the
disseminator of
information, CBPR
principle 8. #7 is
from the Civil
Rights anthem and
highlights the
entire purpose of
CBPR, eliminating
disparities and
barriers.
Framework
analysis was
utilized which
This study
relies on synthesis
looked at
of information
information over
from multiple
time, but was
resources/
limited to one
perspectives. Five
area and one
Level III – Good;
phases to the
program. The
was a
analysis:
framework used
retrospective
“familiarization
offers
study to look at
with data,
intermediate
value of CBPR
identification of …
goals to work
on one specific
thematic
(what needs
study.
framework,
improvement),
application of the
but it does not
thematic
assist in how to
framework…,
achieve goals,
organization of the limited in scope
data according to
of use.
themes in a
chart…, [and]
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24 reviewers
from community.

10

Whitney,
Kindred,
Pratt, O’Neal,
Harrison, &
Peek (2017)

Quasiexperimental

relying on known
knowledge.

5 recurring themes
were taken from the
interviews: faith as a
motivator for health
change, integrating
physical and spiritual
2-phase project: health, coping/stress
qualitative work habits, role the church
community plays in
after current
social support, and
program as
patient-provider
evaluation and
communication.
then adaptation
of the program Changes were made in
the study for a pilot
and pilot testing.
that integrated faith
Qualitative
more deeply into the
consisted of 2
program. This ranged
focus groups
from the ministry
(n=12).
services being more
heavily involved in
teaching to including
scripture in materials
and testimonies of
others who have gone
through similar
circumstances.

interpretation of
findings” (pp.6-7).
No measurable
goals for the
project as it was
primarily
qualitative with
indicators for
change being
measured in patient
perspectives.
Faith as a
Not enough
motivator – faith
evaluation was
was the major
completed after
factor for change in
the changes were
majority of
made to the
participants’
existing
dialogue.
program. Study
Integration –
discusses
participants
anecdotal
associated their
evidence of it
physical health
being wellwith their spiritual
received, but no
health.
“hard” data.
Coping/Stress –
participants relied
on their faith to
persevere through
challenges
(physical and
mental).
Role of church –
physical space as
well as social

Level II – Good;
quasiexperimental
study that
focused on
assessing a
current program
and
implementing
changes
discovered from
the evaluation to
improve program
as evidenced by a
secondary pilot
study.
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network from
church allowed for
congregation and
health promotion.
Communication –
participants
emphasized
importance of
communication
between them and
their provider.

11

Winterbauer,
Bekemeier,
VanRaemdonck, &
Hoover
(2016)

Consensus
Panel

The panel was able to
integrate all nine of
Expert panel of
Level IV –
the CBPR principles
While discussing
four individuals
Consensus panel;
into public health
the importance
with over 35
this paper looks
practice-based
of CBPR on
years of public
No measurable
at the expert
research, which is
health experience
outcomes as it was sustainability in
opinion of four
important as a major
community
looked at the
a panel discussion
individuals and
component of CBPR
nine principles of
and dissemination health, there are
how they see the
is sustainability,
limits with what
CBPR and how
of an opinion.
applicability of
which is sometimes
this information
they apply to
CBPR to public
missing from research,
can change.
public health
health research.
especially when
partnerships
translated into
practice.
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Appendix D
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Appendix E
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Appendix F
INFORMATION SHEET:
DEVELOPMENT OF DIABETES EDUCATION USING COMMUNITY BASED
PARTICIPATORY RESEARCH (CBPR) IN AN AFRICAN-AMERICAN CONGREGATION
You are invited to participate in a doctoral project under the direction of Samantha Mielke, MSN, FNPBC, of the Department of Nursing, George Washington University (GWU). Taking part in this project is
entirely voluntary. Further information regarding this project may be obtained by contacting Samantha
Mielke at telephone number, (281) 732-2295.
The purpose of this project is to engage community members to develop a diabetes education program for
African American (AA) adult members of this congregation that will enhance the ability to make
informed choices to improve the members pre-impaired glucose state.
What are the reasons you might choose to volunteer for this study?
The congregation will benefit by having increased access to diabetes education, leading to decreased
health disparities. In the end, this can improve the overall health of the congregation, improve health
outcomes, and reduce costs associated with poor health and impaired fasting glucose.
What are the reasons you might not choose to volunteer for this study?
The topic of community health and health disparities may cause emotional distress for some participants.
Measures will be employed to neutralize potential risks.
If you choose to take part in this project, you will sit on an advisory board to make decisions
regarding the program and making sure that priorities for the community are addressed. The total
amount of time you will spend in connection with this project is approximately 12 hours. You may refuse
to answer any of the questions and you may stop your participation in this project at any time.
You will not benefit directly from your participation in the project. The benefits to science and
humankind that might result from this project are: Understanding the value of community engagement
in developing a sustainable Diabetic Education Program.
Every effort will be made to keep your information confidential, however, this cannot be guaranteed. All
efforts to protect identify will be made by making surveys anonymous. If results of this project are
reported in journals or at scientific meetings, the people who participated in this project will not be named
or identified.
The Office of Human Research of George Washington University, at telephone number (202) 994-2715,
can provide further information about your rights as a research participant.
To ensure anonymity your signature is not required, unless you prefer to sign it.
Your willingness to participate in this project is implied if you proceed.
*Please keep a copy of this document in case you want to read it again.
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Appendix G
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Appendix H
Net Costs (Program Costs minus Medical Cost Savings) per Participant

From “Diabetes Prevention Impact Toolkit: State Result Dashboard – DC” by the Centers for
Disease Control and Prevention, 2022, Centers for Disease Control and Prevention.
(https://nccd.cdc.gov/Toolkit/DiabetesImpact/Dashboard). Copyright 2022 by the Centers for
Disease Control and Prevention
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Appendix I
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Appendix J
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Appendix K

Aims/Evaluation Questions

Measures

Measure

Data

Type

Source

Method/
Population

CAB

Individuals were

individuals in

Member

asked by the health

board (CAB) that meets certain

the church

survey

ministry director to

criteria.

who meet the

be involved in the

criteria and

CAB / members of

participate in

the congregation

Collaborate with the community to

Number of

develop a community advisory

Does limiting who can be on the
community advisory board affect the
number of individuals applicable?

Timing/

Calculation/

Goal/

Frequency

Statistics

Benchmark

Once

Percentage

8 members

Once

Percentage

CAB members will be in

the CAB

Prioritize goals of the diabetes

CAB Member

education program (DEP).

curriculum

Does allowing the CAB members to

Structure

Recruitment

Process

Selection

All CAB members

Survey

agreement (>75%) of

selection

curriculum selection

be involved in the selection of the
topics change what topics are
selected from baseline?
CAB members are satisfied with

CAB Member

selection of goals for DEP

satisfaction

Satisfacti

4-5, coded to satisfied to

curriculum to modify.

score

on

extremely satisfied.

How satisfied are the CAB members
with the 4 main topics selected?

Process

Selection

Survey

All CAB members

Once

Mean score

Mean score is equivalent to
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Curriculum is reviewed with the

De-identified

CAB to garner further suggestions.

coded

How is the curriculum modified with

Outcome

Meeting

All CAB members

audio

Bi-weekly for 6

Coded data

weeks

Suggestions noted
accordingly

transcription

the CAB’s input?
Revise curriculum and assess for

De-identified

sustainability and feasibility.

coded

Is the curriculum created with the
modifications deemed appropriate
for the community by the CAB and
do they foresee multiples uses of the
curriculum

transcription

Balancing

Meeting
audio

All CAB members

Once

Percentage

100% agree that program is
sustainable and applicable
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Appendix L

Note. This survey was created for this project to obtain demographic information for the
Community Advisory Board (CAB) members.
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Appendix M

Note. This survey was created for this project utilizing Likert scales to have the CAB members
select the level of importance for each topic to prioritize the curriculum discussion.
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Appendix N

Note. This survey was created for this project to have the CAB members agree or disagree with
the prioritization of the topics based on the review of the previously completed Likert scales in
Appendix M.
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Appendix O

Note. This survey was created for this project to have the CAB members evaluate if the needs
discussed were addressed for each topic.
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Appendix P

Note. This survey was created for this project to evaluate the belief the CAB members have in
the tailored Prevent T2 curriculum.
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Appendix Q

PreMeeting

Week 1

Week 2

Week 3

Week 4

Week 5

Week 6

•Researcher met with Health Minister to discuss
high-level needs and goals of the health ministry
and how a diabetes education program can be
beneficial to the congregation. Health Minister
deciding the best way to find participants and
asking individuals to be involved. The first four
topics selected based on discussions with Health
Minister

•Expectations of the CAB Members
reviewed as well as the proposed
timeline and infromed consent. All
questions answered prior to "start" of
study at next session.

•Establish goals with the CAB
and pick the 2 other topics for
review from the Prevent T2
curriculum available

•Modules reviewed and focus group
questions asked of each module.
•Module 1 - Introduction to the Program
•Module 21 - More about T2

•Modules reviewed and focus group
questions asked of each module.
•Module 2 - Get Active to Prevent T2
•Module 4 - Eat Well to Prevent T2

•Modules reviewed and focus group
questions asked of each module.
•Module 9 - Manage Stress
•Module 11 - Cope with Triggers

•Preliminary review of themes identified.
These themes will be important in future
tailoring of programs for the community
•Further discussion opportunity for the CAB
to state any other concerns or modifications
desired.
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Appendix R
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Appendix S
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Appendix T
Focus Group Questions
Focus group regarding topics priority:
Prompt: “The five topics chosen from the Prevent T2 Curriculum are as follows: More About
T2, Get Active to Prevent T2, Cope with Triggers, Eat Well to Prevent T2, and Manage
Stress.”
For each topic, the same questions will be asked:
•

Today’s topic(s) are ... What are your general feelings about it?

•

What do you already know about this topic? What is something you would like to learn
more about it?

•

Prompt: “Please take a look at this curriculum over the next few minutes. Then more
questions will be asked regarding your knowledge and opinion.”

•

What is something that has deterred you or would deter you from utilizing this
information?

•

If you could choose a feature of this curriculum to eliminate, what would you choose and
why?

•

If you could choose a feature of this curriculum to develop further, what would you
choose and why?

•

Is there anything else you want to add to the conversation about this curriculum?
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Appendix U
Community Advisory Board (CAB) Demographics
CAB
Member
Number

Gender

Race

a

Age

Member of the
Congregation

Years in the
Congregation

Role in the
Church

Education
Level

Profession

Graduate /
Professional
Degree

Advanced
Practice
Nurse

40

YES

7

Associate
Minister/Health
and
Wellness/Sunday
School Director

1

Female

Black/
AAb

2

Female

Black/
AA

64

YES

15

Trustee

Undergraduate

Retired
Registered
Nurse

3

Female

Black/
AA

64

YES

20

Member of
Several Ministries

Graduate /
Professional
Degree

Yoga
Wellness
Instructor

4

Female

Black/
AA

57

YES

21

Youth Ministry
Assistant

Graduate /
Professional
Degree

Nursing

5

Male

Black/
AA

73

YES

59

Deacon

Some College

Retired

6

Female

Black/
AA

72

YES

55

Deacon

Some College

Customer
Service Rep.
(Retired)

Note. This table shows the demographics of the Community Advisory Board (CAB) members and their position within the
congregation.
a
The age is listed instead of the date of birth to protect the identities of the CAB members.
b
AA stands for African American
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Appendix V
Community Advisory Board Priority Survey Results
CAB
Member
Number

Increasing
Knowledge

Lifestyle
Modifications

Coping with
Triggers

Food
Strategies

Coping with
Stress

Why African
Americans are
more at risk

Any other
priority not
listed:

1

1

1

1

1

1

1

N/A

2

2

2

1

1

1

1

N/A

3

2

2

2

2

2

2

N/A

4

1

1

1

1

1

1

N/A

5

2

2

2

2

2

1

N/A

6

2

2

2

2

2

1

N/A

Note. This table represents how important individuals believed the different diabetes education curriculum were. The majority of
individuals believed that knowing why African Americans were more at risk for prediabetes than some other races was the most
important aspect of the curriculum to discuss. This was followed by food strategies, coping with triggers, coping with stress. The
final tie was between lifestyle modifications and increasing general knowledge about diabetes.

90
Appendix W
Community Advisory Board Survey Results, Pre-Discussion
CAB Member
Number

Increasing Diabetes
Knowledge and Why
BA are more at risk

Lifestyle
Modifications and
Food Strategies

Coping with
Triggers and
Stress

Any other
concerns:

1

Strongly Agree

Strongly Agree

Strongly Agree

N/A

2

Agree

Agree

Agree

N/A

3

Agree

Agree

Agree

N/A

4

Strongly Agree

Strongly Agree

Strongly Agree

N/A

5

Agree

Agree

Agree

N/A

6

Agree

Agree

Agree

N/A

Note. This table represents the members’ beliefs that the curriculum would be beneficial to the community as is. Four out of six
individuals believed the curriculum would be beneficial as is, but do not strongly agree.
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Appendix X
Community Advisory Board Evaluation, Post-Discussion
CAB
Competition
Top
Member Intergenerational Group
and
Concern(s)
Involvement
Wellness
Number
Engagement Addressed
1

Strongly Agree

Strongly
Agree

Strongly
Agree

YES

2

Agree

Agree

Agree

YES

3

Agree

Agree

Agree

YES

4

Strongly Agree

Strongly
Agree

Strongly
Agree

YES

5

Agree

Agree

Agree

YES

6

Agree

Agree

Agree

YES

The program
is feasible
for the
congregation

The program
is
sustainable
for the
congregation

Final
Thoughts

Strongly
Agree

Strongly
Agree

See Script

Agree

Agree

See Script

Agree

Agree

See Script

N/A

Strongly
Agree

Strongly
Agree

See Script

N/A

Strongly
Agree

Strongly
Agree

See Script

N/A

Strongly
Agree

Strongly
Agree

See Script

Any
concerns:
N/A
N/A
N/A

Note. This table reviews the final evaluation by the CAB members for the themes identified as well as their perceived benefit of the
curriculum. All six members agree that this program is sustainable and feasible for their community with 67% saying they strongly
agree.
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Appendix Y
Introduction to the Program
Prediabetes
Prediabetes means that your blood sugar is higher than normal. But it’s not high enough for type
2 diabetes.
• More than 1 in 3 American adults has prediabetes.
• 9 out of 10 people with prediabetes don’t know they have it.
• If you have prediabetes, you are more likely to get:
o Diabetes
o Heart disease
o Stroke
The good news is that losing weight and being active can cut your risk of type 2 diabetes in half.
Prevent T2 Goals
Prevent T2 is a yearlong program. It’s designed for people with prediabetes. It’s also for people
who are at high risk for type 2 diabetes and want to lower their risk.
By the end of the first six months, your goal is to:
• Lose at least 5 to 7 percent of your starting weight
• Get at least 150 minutes of physical activity each week
By the end of the second six months, your goal is to:
• Keep off the weight you’ve lost
• Keep working toward your goal weight, if you haven’t reached it
• Lose more weight if you wish
• Keep getting at least 150 minutes of activity each week
Losing weight can:
• Prevent or delay type 2 diabetes
• Ease sleep problems, arthritis, and depression  Lower your blood pressure and
cholesterol level  Make you feel better about yourself
Getting more active can:
• Prevent or delay type 2 diabetes
• Give you more energy
• Help you sleep better
• Improve your memory, balance, and flexibility  Lift your mood  Lower your blood
pressure and cholesterol  Lower your risk of heart attack and stroke  Lower your
stress level  Strengthen your muscles and bones

Type 2 Diabetes
(Source: CDC’s Prevent T2)
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•
•
•

When you eat, your body breaks down food into glucose, a type of sugar.
In people without type 2 diabetes, a hormone called insulin helps sugar leave the blood
and enter the cells. This gives the cells energy.
In people with type 2 diabetes, the body doesn’t make or use insulin well. So sugar builds
up in the blood instead of going into the cells. And the cells don’t get enough energy.

Type 2 diabetes can harm your:
• Heart and blood vessels, which can lead to heart attacks and strokes
• Nerves
• Kidneys, which can lead to kidney failure z Eyes, which can lead to blindness
• Feet, which can lead to amputation
• Gums
• Skin
You are more likely to get type 2 diabetes if you:
• Are too heavy (overweight or obese)
• Spend a lot of time sitting or lying down
• Have a parent or sibling with type 2 diabetes
• Are African American, Hispanic, Native American, or Asian American
• Are 45 or older. This may be because people tend to be less active and gain weight as
they age. But type 2 diabetes is also on the rise among young people.
• Had diabetes while you were pregnant (gestational diabetes)
Your Six-Month Goals
Activity Goal
• In the next six months, I will get at least 150 minutes of activity each week at a moderate
pace or more.
Weight Goal
• Lose at least ______ (5/6/7) percent of my body weight Lose at least ______ pounds
• Reach ______ pounds
• I weigh _____ pounds.
• In the next six months, I will:
Weight Loss by the Numbers
One goal of this program is to lose at least 5 to 7 percent of your starting weight in the next six
months. For instance, if you weighed 200 pounds, you would lose 10 to 14 pounds. The chart on
the next two pages shows how many pounds you need to lose in order to reach your goal. To use
it:
1. Place your finger at the top of the blue column that says “Wt.” This stands for your starting
weight. Move your finger down until you find the number of pounds you weigh now.
2. Move your finger to the right. Stop when you reach the column that shows what percentage of
your starting weight you want to lose (5%, 6%, or 7%).
3. Look at the number your finger is pointing to. That’s the number of pounds you need to lose in
order to reach your goal.
(Source: CDC’s Prevent T2)
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(Source: CDC’s Prevent T2)
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(Source: CDC’s Prevent T2)
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Session 2: Get Active to Prevent T2
Session Focus: Getting active can help you prevent or delay type 2 diabetes.
Session Topics:
• Some benefits of getting active
• Some ways to get active
End Goal: Make an action plan
Tips:
✓ Try to be a little more active this week.
✓ Try lots of different activities. You’re sure to find at least one that you enjoy.
John’s Story
John is at risk for type 2 diabetes. His doctor urges him to lose 20 pounds and work up to at least
150 minutes of activity each week.
John and his wife have five children. The kids all play sports, and he spends a lot of time driving
them to events.
John also works full time. On weekends, he works a second, part-time job. When he has some
free time, he likes to watch basketball on TV, but he rarely plays it. He spends a lot of time
sitting.
John finds some ways to get active:
• He walks on the sidelines during his children’s sports events.
• He also walks with a friend during his lunch break each day.
• He plays basketball with his kids instead of watching it on TV.
• He takes the stairs instead of the elevator.
John gets more active over time. These days, he’s active for at least 30 minutes, 5 times a week.
His weight is going down. And his blood sugar is lower. He sleeps better than ever. Plus, he has
more energy than he did before he got active.
Ways to Get Active
There are so many great ways to get active. You’re sure to find at least one that you enjoy. Here
are just a few ideas.
1. After you read six pages of a book, get up and move a little.
2. Dance to your favorite music.
3. Pace the sidelines at your children’s or grandchildren’s sports events.
4. Walk the block with the congregation after church.
5. Park your car at the end of the parking lot to extend your steps.
6. Start a new active hobby, such as biking or hiking.
7. Take a walk after dinner with your family or by yourself.
8. Track your steps with a pedometer. Work up to 10,000 steps or more a day.
9. Walk around whenever you talk on the phone.
10. Walk briskly when you shop.
11. Walk up and down escalators instead of just riding them.
12. Walk your dog each day.
13. When you watch TV, stand up and move during the ads, or do chores.
How do you plan to get active?
(Source: CDC’s Prevent T2)
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______________________________________________________________________________
______________________________________________________________________________
Source: American College of Sports Medicine (https://www.acsm.org/docs/brochures/reducingsedentary-behaviors-sitting-less-and-moving-more.pdf) and Heart Foundation
(https://heartfoundation.org.au/images/uploads/publications/PA-Sitting-Less-Adults.pdf)
Are You Ready to Get Active?
Check off any statement that is true for you. If you check off one or more items, make sure to see
your healthcare provider BEFORE you get active.
• I am over 50, and I haven’t been active in a long time. I am planning to be very active.
• I am pregnant. My healthcare provider hasn’t given me the OK to get active.
• I get very out of breath when I am even slightly active.
• I have a health problem or other issue not listed here that might need attention if I get
active.
• I have a heart problem. My healthcare provider wants to keep an eye on my activity.
• I have bone or joint problems that make it hard for me to do things like fast walking.
• I have chest pain that started within the last month.
• I tend to pass out or fall down when I get dizzy.
• During or right after a workout, I often have pain or pressure in my neck, left shoulder, or
arm.
• My healthcare provider wants me to take medicine for high blood pressure or a heart
problem.
Source: American Heart Association (http://www.heart.org/idc/groups/heartpublic/@wcm/@mwa/documents/ downloadable/ucm_432990.pdf)
Be Active, Be Safe
If you get hurt, you may need to take a break from being active. So follow these tips to work out
safely.
1. Ask your healthcare provider if you are ready to be active. (See “Are You Ready to Get
Active?”)
2. Dress for the activity. Wear the right shoes and clothes. Use safety gear as needed.
3. Drink water before, during, and after your workout, even if you don’t feel thirsty.
4. Listen to your body. Slow down or stop if you feel very tired, sick, or faint, or your joints
hurt.
5. Mix it up. Do a variety of activities. That way you won’t strain any one part of your
body.
6. Start small. If you train too hard or too often, you may get hurt. Try to make slow, steady
progress over time.
7. Warm up before you work out. Cool down after you work out. Take 5 to 10 minutes for
each.
8. Watch out. Take care not to trip or bump into anything.
9. Work with the weather. Work out indoors if it’s too hot or too cold. If you get too hot,
you may get a headache or a fast heartbeat. You may feel dizzy, sick to your stomach, or
faint.
(Source: CDC’s Prevent T2)
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10. Use good form when strength training.
Source: National Institute of Aging/National Institutes of Health: Staying Safe During Exercise
and Physical Activity (https://go4life.nia.nih.gov/sites/default/files/StayingSafe.pdf)
Harvard Health Publications (http://www.health.harvard.edu/healthbeat/10-tips-for-exercisingsafely)
How to Cope With Challenges
It can be challenging to get active. Here are some common challenges and ways to cope with
them. Write your own ideas in the column that says “Other Ways to Cope.” Check off each idea
you try.
Challenge
Ways to Cope
Other Ways to Cope
• Work out indoors.
It’s too hot, cold, or
• Dress for the weather.
wet outside.
• Swim in hot weather.
To fit fitness in anytime:
• Break your 150 minutes into
smaller chunks. (For example – 30
minutes 5 times a week)
• Park your car farther away from
the place you want to go.
• Get off the bus or train one stop
early. Walk the rest of the way.
• Take stairs instead of elevator.
• Use a fitness app.
To fit in fitness at home:
I don’t have time.
• Walk your dog briskly.
• Sweep or mop your floor briskly.
• Wash your car briskly.
• Stretch, do sit-ups, or pedal a
stationary bike while you watch
TV.
• Mow your lawn with a push
mower. Or rake leaves.
• Plant and care for a vegetable or
flower garden.

How to Cope With Challenges
Challenge
Ways to Cope
I don’t have time. To fit in fitness at work:
(Source: CDC’s Prevent T2)

Other Ways to Cope
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•

•
•

•
•

I don’t have child
care.
I don’t have a car.
I feel
embarrassed.

My area is not
safe.

•
•
•
•
•
•
•
•
•
•
•
•
•

Take a brisk walk during your coffee
or lunch break. Ask a friend to go
with you.
Take part in an exercise program at
work.
Join a nearby gym. Stop off before or
after work, or during your lunch
break.
Join the office softball team or
walking group.
Use a copy machine on the other side
of the building.
Be active with your kids.
Swap child care with a friend.
Ask friends or family to help out.
Use gym child care.
Work out in your own home or area.
Walk your neighborhood.
Work out in your own home.
Work out with a friend.
Work out with a member of the
congregation.
Join the congregation’s active group.
Work out in your own home.
Work out at a gym or community
center.
Work out after church.

How to Cope With Challenges
Challenge
Ways to Cope
• Do free activities like walking.
It costs too much.
(Source: CDC’s Prevent T2)

Other Ways to Cope
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•
•

It’s boring.

•
•
•
•
•
•
•
•

It’s painful or
tiring.

•
•
•
•

It messes up my
hair.

•
•

Buy workout clothes and equipment on
sale.
Look for free fitness classes at your library
or community center.
Dance.
Play with your kids.
Work out with a friend.
Use a fitness app.
Listen to music, watch TV, or talk on the
phone while you are active.
Keep trying new things until you find
something you like.
Join the church-wide competitions
Ask your healthcare provider what ways to
get active are right for you.
Work out safely
Work out at the time of day when you
have the most energy.
Walk slowly or swim.
Do yoga or meditation.
Work out in a cool place.
Try new hair products and styles.

(Source: CDC’s Prevent T2)
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Session 3: Eat Well to Prevent T2
Session Focus: Eating well can help you prevent or delay type 2 diabetes.
This session we will talk about:
• How to eat well
• How to build a healthy meal
• The items in each food group
You will also make a new action plan!
Tips:
✓ Use herbs, spices, lemon juice, and low-fat dressing to make veggies taste better.
✓ Fill up on fiber and water.
✓ Shop, cook, and eat healthy with friends and family.
Key points to remember:
• Choose items that are:
o Low in calories, fat, and sugar
o High in fiber and water
o High in vitamins, minerals, and protein
• Limit items that are:
o High in calories, fat, and sugar
o Low in fiber and water
o Low in vitamins, minerals, and protein
Drink— water

A Healthy Meal
(Source: CDC’s Prevent T2)
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Dairy—
1 cup skim milk
Grains and starchy foods— potatoes
Protein foods— chicken
Fruit— 1 apple
Non-starchy veggies— salad

You’ll want to make:
• Half of your plate non-starchy veggies (such as broccoli, lettuce, peppers, collard greens)
• A quarter of your plate grains and starchy foods (such as potatoes, oatmeal, sweet
potatoes)
• Another quarter of your plate protein foods (such as chicken, lean meat, fish)
You can also have:
• A small amount of dairy (1 cup skim milk)
• A small amount of fruit (one apple, half a banana, 1⁄2 cup berries)
• A drink that has low or no calories (water, sparkling water, coffee without sugar)

Food Groups
(Source: CDC’s Prevent T2)
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1. Non-starchy veggies
2. Grains and starchy foods
3. Protein foods
4. Dairy foods
5. Fruit
6. Drink
Make Your Plate
Write the number of the correct food group on each line. Then create a healthy meal by listing
items that you like.

Foods to Choose
(Source: CDC’s Prevent T2)

Non-starchy veggies:
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Asparagus
Broccoli
Cabbage
Carrots
Celery
Cucumbers
Leafy greens
Mushrooms
Onions
Peppers
Tomatoes
Your favorites:
_______________________
_______________________
_______________________
Grains and starchy foods:
100% corn tortillas
100% whole grain cereal
100% whole wheat bread
Black beans
Brown rice
Corn
Green peas
Lentils
Oatmeal
Popcorn
Potatoes
Pumpkin
Yams
Your favorites:
_______________________
_______________________
_______________________

Nuts (limit because high in fat)
Your favorites:
_______________________
_______________________
_______________________
Dairy foods:
Low-fat cheese
Plain low-fat soy or almond milk
Plain nonfat or low-fat yogurt
Skim or low-fat milk
Your favorites:
_______________________
_______________________
_______________________
Fruit:
Apples
Apricots
Blueberries
Dates
Grapefruit
Grapes
Oranges
Strawberries
Your favorites:
_______________________
_______________________
_______________________

Protein foods:
Eggs (but limit yolks)
Fish and seafood (catfish, cod, shrimp)
Lean meat (lean ground beef, chicken and
turkey without skin, pork loin)

Drinks:
Coffee without sugar
Sparkling water
Tea without sugar
Water
Your favorites:
_______________________
_______________________
_______________________

Foods to Limit

Sweet foods:

(Source: CDC’s Prevent T2)
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Candy
Cookies
Corn syrup
Honey
Ice cream
Molasses
Processed snack foods  Sugar
Other examples:
_______________________
_______________________
_______________________
Fatty foods:

Butter
Creamy salad dressing
Deep fried foods (French fries)
Fatty meat (bacon, bologna, regular ground
beef)
Full-fat cheese
Lard
Shortening
Whole milk
Other examples:
_______________________
_______________________
_______________________

How to Cope with Challenges
It can be challenging to shop, cook, and eat well. Here are some common challenges and ways to
cope with them. Write your own ideas in the column that says “Other Ways to Cope.” Check off
each idea you try.
Challenge
Ways to Cope
Other Ways to Cope
• Use coupons.
• Buy in bulk.
Shopping this way
• Buy things on sale.
costs
• Grow your own veggies and fruit.
too much.
• Buy frozen veggies and fruit.
• Buy veggies and fruit in season.
To free up time in general:
• Be more organized.
• Ask friends or family to help you get
things done.
• Take your kids with you to the grocery
store and turn it into a fun field trip.
To find time to shop for healthy food:
• Shop on the weekend.
Shopping and
• Shop in bulk.
cooking this way
• Use a list to make sure you get
takes too much time.
everything you need.
• Buy healthy convenience items, like
prewashed salad.
To find time to cook healthy food:
• Look for recipes for fast, healthy meals.
• Do some prep work before work in the
morning.
How to Cope with Challenges
Challenge
Ways to Cope
Other Ways to Cope
(Source: CDC’s Prevent T2)
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•
•

I don’t like the way
this food tastes.

•
•
•

•

•
•

It’s unpleasant/
boring/hard
to shop, cook, and
eat this way.

•

•
•

(Source: CDC’s Prevent T2)

Change your favorite dishes to make
them healthier.
Choose cheeses that are strong- tasting
and fairly low in fat, such as Parmesan
and feta.
Choose good quality items.
Choose items with a variety of flavors,
textures, scents, and colors.
Cook veggies like green beans and
broccoli lightly, so they stay crisp and
colorful.
Dress up food with herbs, spices, low-fat
salad dressing, lemon juice, vinegar, hot
sauce, plain nonfat yogurt, and salsa.
Grill or roast veggies and meat to bring
out the flavor.
Shop, cook, and eat healthy with friends
and family.
Learn new cooking methods and recipes
from books, articles, and videos. Or take
a healthy cooking class.
Try new ingredients.
Select from community recipe book
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Session: Manage Stress
Session Focus: Managing stress can help you prevent or delay type 2 diabetes.
This session we will talk about:
• Some causes of stress
• The link between stress and type 2 diabetes
• Some ways to reduce stress
• Some healthy ways to cope with stress
You will also make a new action plan!
Tips:
✓ Know what situations make you feel stressed. Plan how to cope with them.
✓ Learn how to say “no” to things you don’t really want or need to do.
Barbara’s Story
Barbara is 45 years old. She feels pulled in all directions. Her children are still in high school.
Her father has bad health problems. Plus, Barbara works full time and is divorced.
Barbara’s doctor tells her she’s at risk for type 2 diabetes. He urges her to lose weight by eating
well and getting active.
Barbara sighs. To her, taking care of herself is just one more thing to do.
When you feel stressed, you may feel:
• Angry
• Annoyed
• Anxious
• Confused
• Impatient
• Sad
• Worried

You may also have:
• Aching head, back, or neck
• Racing heartbeat
• Tight muscles
• Upset stomach

Link between stress and type 2 diabetes:
Feeling stressed can:
1. Change your body chemistry in a way that makes you more likely to get diabetes
2. Cause you to act in unhealthy ways

Barbara’s Story (continued)
(Source: CDC’s Prevent T2)
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To make herself feel better after her doctor visit, Barbara goes home and eats a lot of ice cream.
When you feel stressed, you may:
• Drink too much alcohol
• Forget things
• Put off doing the things you need to
do
• Rush around without getting much
done
• Sleep too little, too much, or both
• Smoke
• Take too much medicine
• Work too much

You may also:
• Make unhealthy choices about
eating or drinking
• Slack off on fitness goals
• Spend too much time watching TV
or videos or using the computer

Barbara has trouble saying “no.” So she ends up doing things she doesn’t really want or need to
do.
For instance, when she goes shopping with her kids, they often beg her to buy things. Usually,
she caves in to their demands, just to make them stop. This makes Barbara feel stressed.
Barbara decides to get better at saying “no.” The next time she goes shopping with her kids, they
beg her to buy ice cream. This time, she says “NO!” And she holds firm. She’s so proud of
herself!
Ways to Reduce Stress
There’s no surefire way to prevent stress. But there are ways to make your life less stressful. Try
these tips.
✓ Ask for help. Feel free to ask your friends and family for help. They care about you and
want the best for you. And you can help them another time.
✓ Be tidy. Keep your things in order.
✓ Get enough sleep. Shoot for 8 hours per night.
How will you reduce stress in your life?
✓ Have fun! Make time to do something you enjoy.
Go for a walk with a friend, read a book, or watch a video ... whatever makes you happy.
✓ Just say “no.” Learn how to say no to things you don’t really want or need to do.
✓ Know yourself. Know what situations make you feel stressed. Plan how to cope with
them.
✓ Make a to-do list. Put the most important things on top.
✓ Remind yourself. Use notes, calendars, timers— whatever works for you.
✓ Set small, doable goals. Divide large goals (like weight loss) into smaller chunks.
✓ Solve problems. When you have a problem, try to solve it promptly. That way, it won’t
become a source of stress in your life.
✓ Take care of your body and mind. That way, you’ll be more prepared to tackle stressful
situations.

(Source: CDC’s Prevent T2)
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Ways to Relax
It may take time to see results. Try to practice for at least 10 minutes a day. Listen to calming
music, if you wish.
At first, it may be easier to relax if you lie down in a dark, quiet room. But in time, you’ll be
able to relax anytime, anywhere.
Relax your muscles.
Scrunch up your face muscles. Hold for 5 seconds. Now release. Feel your face muscles relax.
Do the same with your jaw, shoulder, arm, chest, leg, and foot muscles in turn.
Healthy Ways to Cope with Stress
Feeling stressed? Put down the cookies! Instead, try these healthy ways to cope with stress.
✓ Count to 20 in your head. This can give your brain a needed break.
✓ Soothe yourself. Get a massage, take a hot bath, have a cup of herbal tea, or put on some
calming music.
✓ Give yourself a pep talk. Say something calming, like: “There’s no rush. I can take my
time.”
✓ Try some ways to relax. You’ll find them in the box at right.
✓ Stretch. Do yoga or other stretching exercises.
✓ Pray.
Ways to Relax
Meditate. Focus on something simple that you find calming. It could be an image or a sound.
Don’t worry if other thoughts get in the way. Just go back to your image or sound.
Imagine. Imagine a scene that makes you feel peaceful. Try to picture yourself there.
Breathe deeply. Relax your stomach muscles. Place one hand just below your ribs. Take a slow,
deep breath through
your nose. Feel your hand go up.
Now breathe out slowly through your mouth.
Make sure to breathe out all the way. Feel your hand go down.
Healthy Ways to Cope with Stress
✓ Take a breather. If you can, take a break from whatever is making you feel stressed.
✓ Talk about your feelings. Tell a friend or counselor how you feel.
✓ Cut back on caffeine. Caffeine can make you feel jumpy and anxious.
✓ Get moving! Do something active—even if it’s just a walk around the block. Invite other
members of the congregation
✓ Do something fun. Go out dancing, go shopping, call a friend. Do whatever you enjoy—
as long as it’s healthy.
✓ Think clearly. Things may not be as bad as they seem to be.

(Source: CDC’s Prevent T2)
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Session: Cope with Triggers
Session Focus: Coping with triggers can help you prevent or delay type 2 diabetes.
This session we will talk about:
• Some unhealthy food shopping triggers and ways to cope with them
• Some unhealthy eating triggers and ways to cope with them
• Some triggers of sitting still and ways to cope with them
You will also make a new action plan!
Tips:
✓ Instead of buying treats for your loved ones, show your love in a healthy way.
✓ If you snack when you watch TV, avoid eating out of large containers and bags. Get yourself
a single serving—and that’s all.
✓ If you always lie on the couch and watch TV after dinner, be active during the ads.
Marta’s Story
Marta just learned that she’s at risk for type 2 diabetes. So she needs to change her eating and
fitness habits.
On a typical workday, Marta gets up at 5:30 in the morning. As soon as she enters the kitchen,
she starts making coffee. Just the smell helps her wake up. Then she warms up a pastry to dunk
in her coffee.
By 3 in the afternoon, she’s getting drowsy again. So she stops off at the coffee machine in the
staff lounge. At the vending machine, she buys herself another pastry to dunk in her coffee.
Later that evening, Marta needs to unwind after a stressful day. So she curls up on the couch and
watches TV. During one of the commercial breaks, she grabs a bag of chips and a beer.
What are some of the things in Marta’s life that trigger her to act in unhealthy ways?
__________________________________________
__________________________________________
Marta decides to cope with her triggers. These days, she gets more sleep, so she doesn’t get as
drowsy during the day. She still has her morning and afternoon coffee. But instead of having a
pastry for breakfast, she has some plain nonfat yogurt with berries.
Marta stays away from the vending machine at work. Instead, she nibbles on baby carrots.
Marta still watches TV to unwind after a stressful day. But she rides a stationary bike or lifts
weights while she watches it. And now she has cut-up veggies for her evening snack instead of
chips and beer.

(Source: CDC’s Prevent T2)
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How to Cope with Triggers
It can be challenging to cope with triggers. Here are some common triggers and ways to cope
with them. Write your own ideas in the column that says “Other Ways to Cope.” Check off each
idea you try.
• Have a healthy snack before you go shopping.
_____________
Shopping Triggers
Ways to Cope
• Find ways to save money on healthy items instead.
• Don’t clip coupons for unhealthy items.
Other Ways to Cope:
I’m hungry.
I feel sad/ anxious/ stressed/mad.
• Put off the shopping trip until you feel better.
• Cope with your feelings in a healthy way. For instance, take some deep breaths.
_____________ _____________
It’s on sale, or I have a coupon for it.
_____________ _____________
It looks tempting.
• Stay away from the tempting parts of the store, such as the candy, chip, and ice cream
aisles.
• Buy a very small amount. For instance, get a single ice cream bar instead of a whole
container of ice cream.
• Buy a healthier version. But take a close look at the Nutrition Facts. Don’t rely on the
word “healthy” alone.
• Keep in mind that the store’s goal is to get you to buy things.
_____________ _____________ _____________ _____________ _____________
_____________ _____________
I always buy this.
Shop with a list, and stick to it.
Remind yourself that you are making better
choices now.
Try a different store, such as a farm stand.
_____________ _____________ _____________
It’s for my spouse/kids/ grandkids.
Show your love in healthier ways. It will be better for you—and for them.
_____________ _____________

(Source: CDC’s Prevent T2)
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How to Cope with Triggers
Eating Triggers Ways to Cope
Other Ways to Cope
• Eat something healthy.
I’m hungry.
• Stop when you feel full.
• Use a small plate.
• Avoid eating out of large containers
and bags. Get yourself a single
serving—and that’s all.
• Knit, ride a stationary bike, use
resistance bands, or lift weights
I like to nibble on
instead.
this while I watch
• Chew sugar-free gum instead. Or
TV.
nibble on non-starchy veggies, like
celery.
• Watch less TV.
• Eat only at the kitchen/dining room
table.
I feel sad/ anxious/
• Ease your feelings in healthy ways.
stressed/mad.
For instance, talk with a friend.
• Do something healthy: go for a walk,
I feel bored.
mow the lawn, or try a new healthy
recipe.
• Contact your friends or family.
• Meet people: take a class, join a team
I feel lonely.
or club, or volunteer.
• Think about adopting a pet.
This is easy to get
• Stock up on healthy items that are
or make.
easy to get or make, like baby carrots.
Eating Triggers

This looks or
smells tempting.

Ways to Cope
Other Ways to Cope
At home:
• Keep a supply of healthy items that
you like. Make sure they are visible
and ready to eat. For instance, keep
cut-up veggies in your fridge and a
bowl of fruit on your table.
• Don’t keep unhealthy items at home.
• Keep unhealthy items out of sight, or
make them hard to reach.
At work:
• Avoid walking by vending machines
and “free” food.
• Keep healthy snacks on hand.

(Source: CDC’s Prevent T2)
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I have happy
memories of
eating this.

•
•
•
•
•
•

I don’t want to
waste food.

•
•

Change it to make it healthier.
Have a very small serving.
Share it with someone else.
Make new memories of eating healthy
dishes.
Cook smaller amounts.
Store the leftovers in the fridge or
freezer.
Give it away.
Remind yourself that your health is
more important than a few bites of
food.

How to Cope with Triggers
Eating Triggers Ways to Cope
Other Ways to Cope
• Take another route so you don’t pass
I always get this at
the drive-thru.
the drive-thru
• Don’t eat in your car.
after work.
• Order something healthy instead.
• Try not to look at them.
I see photos
or videos of
• Look for photos and videos of healthy
unhealthy food.
food.
Triggers of Sitting
Ways to Cope
Other Ways to Cope
Still
• Get more sleep at night.
I’m tired.
• Take a short nap.
I feel sad/ stressed/
• Ease your feelings in healthy ways.
anxious/mad.
For instance, take a brisk walk.
My joints/ feet
• Find ways to be active that are easy on
hurt.
your body, such as swimming or yoga.
• Ride a stationary bike, use resistance
bands, or lift weights while you watch
I always lie on the
TV.
couch and watch
TV after dinner.
• Be active during ads.
• Go for a walk after dinner instead.

My Triggers
(Source: CDC’s Prevent T2)
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Your triggers are things in your life that you tend to react to in a certain way—without even
thinking about it. They can be sights, smells, sounds, or feelings. They can also be people,
places, activities, or situations.
What triggers your unhealthy shopping habits?
_____________________________________________________________________________
_____________________________________________________________________________
How will you cope with these triggers?
_____________________________________________________________________________
_____________________________________________________________________________
What triggers your unhealthy eating habits?
_____________________________________________________________________________
_____________________________________________________________________________
How will you cope with these triggers?
_____________________________________________________________________________
_____________________________________________________________________________
What triggers you to sit still, instead of being active?
_____________________________________________________________________________
_____________________________________________________________________________
How will you cope with these triggers?
_____________________________________________________________________________
_____________________________________________________________________________
Common Triggers
Common unhealthy shopping triggers:
“When we go out to the movies, we always get a big tub of popcorn to share, plus some soda.”
“My family gets a pizza every Friday night.”
“I always stop off at the taco truck during my lunch break.”
“I keep cookies on hand for when my grandkids visit.” “When I feel down, I pick up a container
of ice cream.”
Common unhealthy eating triggers:
“I always have something sweet after dinner.”
“My friends and I always have chicken wings, beer, and chips while we watch the big game.”
“After church, my women’s group has coffee and donuts.”
Common triggers of sitting still:
“My friends and I sit together in the cafeteria every day during lunch.”
“I always play video games after work.”
“My family plays board games all day on Saturdays.” “When dinner is over, it’s time for TV.”

(Source: CDC’s Prevent T2)
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More about T2
Session Focus: You’ve been working hard to prevent or delay type 2 diabetes by losing weight
and being active.
This session we will talk about:
• The basics of type 2 diabetes
• How to find out if you have type 2 diabetes
• How to manage type 2 diabetes
You will also make a new action plan!
Facts about type 2 diabetes:
✓ Most people with type 2 diabetes check their own blood sugar daily or weekly. And they track
the results.
✓ Many people with type 2 diabetes take medicine to control their blood sugar.
✓ People with type 2 diabetes get many lab tests.
Basics of Type 2 Diabetes
In people with type 2 diabetes, the body doesn’t make or use insulin well. So sugar builds up in
their blood instead of going into their cells. That means the cells don’t get enough energy. Over
time, high blood sugar can cause
many health problems.
Type 2 diabetes can harm your:
• Heart and blood vessels, which can lead to heart attacks and strokes
• Nerves
• Kidneys, which can lead to kidney failure
• Eyes, which can lead to blindness
• Feet, which can lead to amputation
• Gums
• Skin
You are more likely to get type 2 diabetes if you:
• Are too heavy (overweight or obese)
• Spend a lot of time sitting or lying down
• Have a parent or sibling with type 2 diabetes
• Are African American, Hispanic, Native American, or Asian American
• Are 45 or older. This may be because people tend to be less active and gain weight as
they age. But type 2 diabetes is also on the rise among young people.
• Had diabetes while you were pregnant (gestational diabetes)

Mike and Henry’s Story
(Source: CDC’s Prevent T2)
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Mike is at risk for type 2 diabetes. He’s trying to prevent or delay it by living a healthy lifestyle.
Mike’s dad, Henry, has type 2 diabetes. His goal is to keep his blood sugar in a healthy range.
Mike and Henry have very similar eating and fitness goals. They are both trying to reach and
stay at a healthy weight. And they both track their eating and activity.
Unlike Mike, though, Henry checks his own blood sugar each day. And he tracks the results.
Henry also takes pills to control his blood sugar.
Mike and Henry both keep an eye on their health. But Henry visits his healthcare provider more
often. He also has more lab tests. In addition to getting his blood sugar checked, he needs to get
his blood pressure, cholesterol, kidneys, eyes, and feet checked on a regular basis.
Mike has lost weight. And his latest blood sugar numbers are normal. His provider says he’s on
track to prevent or delay type 2 diabetes.
Henry’s latest blood sugar numbers are normal too. His provider says he’s doing a good job
keeping his blood sugar in a healthy range.
Life With Type 2 Diabetes
How would your life change if you had type 2 diabetes?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
What will you do to prevent it?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________

(Source: CDC’s Prevent T2)
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